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Treatment of any disease or abnormal state is 
rational to the degree that the physician can visualize 
the morbid process in terms of departure from 
normal physiology. Edema is no exception to the 
tule. The theme of this paper is an effort to ration- 
alize the treatment of edema upon the principles of 
physiology gone awry. 

It will be noted that the title is limited to the 
treatment of general edema. This limitation dis- 
poses of the local edema of inflammation, such as 
swelling of tissues about a “boil,” or a burn; of 
traumatism, as of a bruise or a sprain; of obstruction 
of the venous flow in a limb, as with tight bandag- 
ing or cast; and that condition rare in our country, 
elephantiasis, due to venous or lymphatic obstruc- 
tion by the filaria; and that consequent upon injury 
of veins, as phlebitis or thrombophlebitis. 

Mechanical obstruction to venous flow similar to 
that of phlebitis and thrombosis may interest us, 
because the obstruction may be high enough in the 
venous channels to produce wide-spread stasis— 
edema below the point or area of obstruction. Portal 
cirrhosis with abdominal ascites is an example. 
Later, after incompetence of the collateral circulation 
develops, there is edema of the genitals and lower 
parts of the body. 

Myxedema should be mentioned as another con- 
dition which may be excluded from this discussion. 
For, though this is a generalized process, it is not 
true edema. Instead, the tissues are filled with a 
mucin-like substance, deposited in almost indirect 
proportion to the rate of oxygen consumption, and 
is controlled by thyroid feeding. 

Angioneurotic edema may also be mentioned as 
a condition either localized, vagrant, or wide-spread, 
and yet hardly a part of this discussion. It is due 
to a disturbance of the nervous control of the capil- 
laries. This disturbance is brought about by the 
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introduction of a foreign protein to which the in- 
dividual is sensitive. The condition commonly 
known as “hives” is a familiar example; “serum 
sickness” is another; and there is good reason to be- 
lieve that various visceral crises, such as bronchial 
obstruction of asthma, may be similar reactions. 

Having thus circumscribed the field of discussion, 
it should now be recalled that edema is not a dis- 
ease, but, rather, a more or less prominent symptom 
or sign of a number of diseases. We must review, 
therefore, the factors controlling water balance in 
health, and the several factors which may disturb 
this balance, with the intention of classifying this 
information, insofar as it is possible, for the purposes 
of treatment. 


Stated in the simplest terms possible, edema is an 
abnormal accumulation of fluid in the tissues, re- 
sulting whenever for any considerable period the 
amount of fluid entering the tissue spaces exceeds 
the amount leaving them.? The amount of fluid 
normally in the tissues and tissue spaces varies 
widely. In fact, there may be quite an excess of 
tissue fluid before edema is recognizable. Its amount 
is controlled by the constant interchange of fluids 
between the capillaries and the intercellular tissue 
spaces. This exchange is controlled principally by 
two opposing forces: 

First, the capillary blood pressure, i. e., hydro- 
static pressure within the capillaries. Normally, this 
force is 16 to 25 mm. of mercury, and is higher than 
the pressure within the tissues. Consequently, there 
is a constant filtration through the capillary wall 
from blood to tissues of water and crystalloidal 
substances, such as salts, urea, creatinine and glu- 
cose. Crystalloids are present in about equal con- 
centration in blood plasma and tissue fluid. 

Second, the osmotic pressure of the colloids of the 
blood. This pressure is, normally, 25 to 30 mm. of 
mercury, and resides in the blood proteins, especially 


ber, 

of 

of | 

ess 

| 

h- 

ed 

yr. 

- | 

m 

a 

in 

id 

er 

eS 

is 

le 

d 

n 

n 

p 

d 


366 


the albumin fraction thereof. Proteins are retained 


within the capillaries because their molecules are 
too large to pass through the capillary walls. There- 
fore, edema fluids contain very little protein. It 
seems likely that at least 95 per cent of the protein 
content of the blood is held within the vessels.? To 
satisfy the colloidal attraction of the blood proteins 
there is a constant stream of fluid from tissues into 
the vessels. 

If these two forces, hydrostatic and osmotic pres- 
sures, were constantly balanced at the capillary walls 
throughout the body, interchange between blood and. 
tissues would cease. Starling has shown, however, 
that in the capillary system, as in any system of 
closed tubes, hydrostatic pressure decreases in the 
direction of the flow. Hence, there can be only one 
point in a given capillary where the hydrostatic- 
osmotic forces are in equilibrium. On the arterial 
side of the capillary, hydrostatic pressure is greater 
than osmotic pressure, and the flow is from blood 
to tissues. On the venous end of the capillary, 
osmotic pressure exceeds hydrostatic pressure, and 
the flow is reversed. 


This normal mechanism is of the utmost im- 
portance, not only for the understanding of the pro- 
cesses by which water balance is normally main- 
tained, but also because it is the mechanism by 
which the tissues received from the blood nutritive 
elements, oxygen, mineral salts, and whatever else 
they need. In the reverse direction, it is also the 
means by which the tissues dispose of their waste 
products. Truly, tissue fluids are in many ways the 
most important fluids of the body. 

So far, we have spoken as if the capillary wall 
were simply a passive agent through which this in- 
terchange occurs. Such is not the case. Krogh has 
estimated the total surface of the capillary wall of 
an average-sized man as exceeding 68,000 square 
feet. He has shown‘ also that the capillaries possess 
powers of constricting and dilating quite apart from 
the arterioles. Furthermore, capillaries also alter 
their permeability, in health as well as in disease. 
Thus, fluids with a high percentage of proteins may 
be filtered through capillaries with highly permeable 
walls. This occurs normally in the liver and in- 
testines. More important for present purposes, 
Starling has shown that increased permeability of 
the capillaries may be made to occur in other regions 
during the action, for instance, of histamine. It is 
still controversial whether increased capillary per- 
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meability is a primary factor in general edema as 
we see it clinically. 

The lymphatic system is assigned a small and 
obscure place in the present conception of generalized 
edema. The role of the lymphatic vessels seems to 
be that of drainage channels only. In this way the 
lymph may assist the blood to carry off waste 
products of tissue metabolism. Of course, then, 
lymph-blockage will cause lymphedema below that 
point. Lymphedema fluid has a much higher pro- 
tein content than has ordinary edema.! 

I am intentionally omitting certain other factors 
which may play a part in edema. Some of this 
omission may be supplied in the later discussion, 

Speaking from the practical standpoint rather 
than accurately or inclusively, the remaining con- 
ditions in which general edema is an expected and 
outstanding symptom are (1) cardiac disease; (2) 
renal disease; and (3) metabolic faults. The edema 
of each of these has elements both of similarity and 
of dissimilarity. 

Only one class of heart disease commonly gives 
rise to marked edema, that is, the so-called con- 
gestive heart failures. Hypertension, even without 
cardiac or renal failure, may cause some degree of 
water retention. It is strange that edema is not more 
common and more marked in the “essential” hyper- 
tensive states. As vascular pressure increases, hydro- 
static intracapillary pressure must rise, and the point 
of balance between hydrostatic-osmotic pressures 
must be moved further along the tube toward the 
venous side of the capillary system. Thus, diffusion 
from capillaries to tissues must be increased, and the 
opportunity for flow from tissues to vessels curtailed. 
Usually, however, increased osmotic pressure over- 
comes these hypertensive factors in an otherwise 
healthy individual. When all facts ultimately be- 
come known, we will realize in a new way the place 
of capillary pressure, whether spastic or sclerotic, in 
the genesis of circulatory disease. 

Cardiac edema is attributed to mechanical back 
pressure in the veins and capillaries. More exactly, 
we should say it is the lack of forward pressure 
exerted by the heart and a decline of the venous 
return flow to the heart. This remains the domi- 
nating influence until dilatation of the right side of 
the heart occurs! Venous engorgement increases 
capillary pressure and filtration through capillary 
walls into the tissues. Other factors, such as anox- 
emia, need not concern us here, for if we can correct 
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the circulatory stasis, these other conditions will 
take care of themselves. 

The principles of treatment of cardiac edema 
are simple. To avoid repetition, let it be stated here 
that every case of edema should be put to bed and 
made to stay there. If there were no other reason, 
limited activity in the recumbent or reclining 
position lessens the need for cardiac activity and 
metabolic drive. Rest also aids absorption of tissue 
fluids. The importance of rest is so evident that it 
need not be stressed further. 

A general rule cannot be laid down for the dietary 
management of edema, as will be evident later. But, 
with an important exception, the Karell diet comes 
near being such a rule. The Karell regime consists 
of giving 200 c. c. of milk four times in twenty-four 
hours, and nothing else, for the first two or three 
days of the treatment of edema. Frequently, this 
plan alone serves to mobilize the fluid in a truly 
remarkable degree. As conditions improve, the diet 
in the cardiac case is increased according to gener- 
ally accepted principles as to easy digestibility, etc. 
I prefer five smaller feedings to three larger ones, 
and these patients do better when kept 10 to 15 
per cent underweight rather than over-weight. To 
this end, proteins, green vegetables, citrous fruits, 
with restricted water intake, are emphasized. It has 
never been proved that proteins impair kidney func- 
tion. So long as the kidneys can eliminate salt, there 
is no reason to restrict its intake harshly. But the 
water intake should be controlled. A practical rule 
is to hold the intake of fluids to about the output of 
urine, at least until the outward movement of water 
is definitely established. 


Cardiac dropsy is the red light pointing toward 
right heart failure. Almost all clinicians agree that 
digitalis is always indicated in right heart failure, 
no matter what the cause.5 There is no need here to 
enter into details of digitalis administration. As 
arule, there is no emergency, but within a reasonable 
time digitalis should be given to effect—in this in- 
stance, sharp diuresis. It is remarkable how much 
water can be removed from the body with digitalis 
alone, when the edema is due to cardiac failure. 

Sometimes digitalis is ineffective until the pressure 
of accumulated fluids has been relieved by para- 
centesis of the abdominal, thoracic or pericardial 
cavities, or from the limbs by means of Southey’s 
tubes. A good substitute for the latter is a large 
caliber aspirating needle. It is not exceptional, 
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especially in the cyanotic case, to fail to mobilize the 
fluid until stagnation in the veins has been relieved 
by more or less massive bleeding. 

Should digitalis prove only partially successful, 
the next recourse usually is to one of the xanthine 
group: caffeine, theobromine, theophyllin. Caffeine 
may be disregarded as a diuretic. The other two 
are most effective in the arteriosclerotic hypertensive 
group. The sodio-salicylate salt of theobromine 
(diuretin), in doses of 5 to 7.5 grains; and theocine, 
the synthetic product of theophyllin, in doses of 3 
to 5 grains, seem to be the most popular preparations. 
It is a curious fact that any drug of this series may 
cause remarkable diuresis in one case, and fail ab- 
solutely in the next case, apparently of the same sort.® 
Small doses interrupted every two or three days, 
perhaps shifting from one to another preparation, 
seem to be the most effective plan of administration. 
Warm baths seem to increase their diuretic action. 


In 1920 Saxl and Heilig proposed an organic 
mercurial compound, merbaphen, or novasurol, for 
the removal of dropsical fluid by diuresis when there 
is no serious renal damage. Later, salyrgan, and, 
later still, mercupurine were substituted as being 
safer and more satisfactory. These several com- 
pounds are administered intravenously or intra- 
muscularly. Recently, a mercurial similar to mercu- 
purine, called mercurine, is available, and has the 
advantage in that it is effective when used as a rectal 
suppository. 

I have not been able to find a clear statement of 
the pharmacodynamics of these organic mercurials. 
My impression is that they alter the acid-base 
equilibrium in the direction of diminished alkaline 
reserve of the blood and tissues. It is stated® that 
they increase the chloride content of the blood, and 
the excretion of water, chlorides and the fixed in- 
organic bases, chiefly sodium, potassium and am- 
monium. It is also stated’ that they prevent or 
hinder reabsorption through the renal tubules. It 
is generally stated that ammonium chloride in daily 
doses of 60 to 90 grains for a day or two preceding 
the administration of the mercurial enhances the 
action of the latter. I have generally left off the 
ammonium chloride, because the action of mercu- 
purine has been satisfactory without it, and the 
chloride has nauseated the patient. I prefer to test 
the patient’s tolerance, especially when suspicious of 
a renal element, with small doses of mercupurine, 
say one-third or one-half of a cubic centimetre of 
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the solution. So far, I have given it intramuscularly. 
Like most remedies, these organic mercurials some- 
times have the most gratifying effects, and, again, 
the most disappointing. The nearer the approach to 
a pure cardiac edema, and the less the renal or 
metabolic fault, the greater the chance of ridding 
the tissues of dropsy by this means. 

A word of caution: These are mercurial prepa- 
rations. It is long known that mercury is a renal 
irritant. While we are “getting by” with it in some 
cases of nephritis, there is danger of fatal kidney 
damage when these preparations are used indis- 
criminately. 

Aside from the “stasis kidney” of congestive heart 
failure, only three varieties of renal disease have 
edema as a marked feature, namely, acute and 
chronic diffuse glomerulonephritis, and chronic 
tubular nephritis, which is also called nephrosis. In 
the focal and embolic types of acute nephritis, acute 
nephrosis, and chronic interstitial nephritis, edema is 
absent or of little consequence. 


In acute glomerulonephritis all or nearly all of 
the glomeruli and tubules are involved, and the 
kidney is more or less completely thrown out of 
commission as an excretory organ. It seems fairly 
clear that there is difficulty on the part of the kidneys 
in eliminating salt (sodium chloride), the sodium 
chloride of the blood being increased and its ex- 
cretion much diminished. Water is retained to main- 
tain the osmotic equilibrium, and this increase passes 
into the tissues as edema. But the mere retention of 
salt and water does not adequately explain all of the 
_ conditions present. Volhard and Fahr consider that 
there is an abnormal permeability of the peripheral 
capillaries which is causes by a toxic substance 
originating in the degenerating kidney epithelium. 
Nor is this theory generally accepted. All we know 
is that there is a decreased permeability of the renal 
filter. 

Treatment of the acute phase of diffuse glomer- 
ulonephritis is simple in principle. As important as 
anything else is complete rest in bed and protection 
from exposure, until the blood chemistry has re- 
turned to normal, and until the hematuria, albu- 
minuria and edema have disappeared. A trace of 
albumin is usually the last to clear up. But there 
can be no relaxation of precautions. The longer 
symptoms persist, whether albuminuria or something 
else, the more likely the process is to become subacute 
or chronic. 
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The second principle is the limitation of food and 
fluids as long as there is hindrance of flow of | \lood 
through the glomeruli, and accumulation of edema 
or of the end-products of nitrogenous substances, 
For the first few days, Volhard’s “cure by hunger 
and thirst”—no food and no water at all—is strictly 
logical. Sometimes the result is magical, but few 
patients will submit to such strenuous treatment. 
Hunger is more tolerable than thirst; so, for the 
rebellious patients, fluids alone, 500 c. c. daily, may 
be allowed. After two or three days, the fluid intake 
may be increased to 800 c. c., then 1,000 c. c. When 
food is allowed, as little protein as possible should 
be prescribed, the diet being white bread, salt-free 
crackers, rolls, sugar, rice, sweet fruits, fruit juices, 
cream, butter and vegetables.* 

Drugs are useless in the first few days. Warm 
baths are helpful. Later, the xanthine series may 
have a place. Sooner or later iron is almost in- 
variably indicated. 

In chronic diffuse glomerulonephritis practically 
all of the capillary loops of all of the glomeruli show 
varying degrees of hyaline thickening and degenera- 
tive changes. This interstitial connective tissue of 
the kidneys is diffusely increased. The renal artery 
and its branches show secondary sclerotic changes. 
The consequence is deficient renal function. Edema 
is the sequel to oliguria, resulting in retention of 
water, salt and the end-products of nitrogenous 
metabolism. True uremia is among the probabilities. 

Principles of treatment are comparatively simple, 
however doubtful the prognosis may be. The effort 
will be (1). to eradicate etiological factors; (2) to 
promote the excretory function of the kidneys; (3) 
to lessen the accumulation in the blood of toxic 
substances; (4) improve the condition of the blood 
if changes effect its protein and lipoid constituents.’ 
That is, if nitrogenous wastes are low and albu- 
minuria is high, the indication is to supply a high 
protein diet. If conditions are reversed, proteins, 
salt and water should be restricted until their ex- 
cesses are eliminated. A high carbohydrate diet 
should be substituted, with or without a high fat 
ration depending upon the cholesterol concentration 
in the blood. 

One could add further details to this all to meagre 
outline: of treating chronic diffuse nephritis. But 
when this disease has advanced to the stage of 
massive edema, optimism must give way to realism, 
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even pessimism, as pathology becomes more and 
more irreversible. 

We confront now the most controversial point of 
this whole discussion, namely, the place of chronic 
“nephrosis”—whether it is a disease entity; whether 
it is a disease primarily of the kidneys; and, finally, 
the mechanism of nephrotic edema. 

For purposes of convenience, let it be assumed 
that “nephrosis” is a derangement of general metab- 
olism, and that the renal changes are secondary 
thereto. At least, there are other metabolic disorders 
which cause edema—‘“war edema,” for instance. 

The exact cause of the latter named condition 
was not proved, but it would appear to be due to a 
combination of factors, namely, lack of protein and 
fat, deficiency of total calories, and an excess of salt 
in the diet, all aggravated by physical work and 
exposure to wet and cold. Vitamins did not cure the 
edema.! A similar edematous state may occur when, 
for one reason or another, individuals live long on 
a badly unbalanced diet. This is “nutritional” 
edema. Our case histories are seriously faulty as 
stories of what kind and amount of food our patients 
actually eat. Many are seriously suffering nutritional 
faults of one sort or another, and we do not know 
it.0 

There is a “wet” or edematous type of beri-beri, 
due to a deficiency of vitamin B. If there be also an 
excessive intake of water, the edema may become 
massive and threaten life. 

Infants on an excessive carbohydrate diet may 
show edema. The explanation is not clear. Prob- 
ably, however, the excessive carbohydrate intake 
leads to salt retention and edema. At least, a salt- 
poor diet leads to reduction of this type of edema, 
which may return if sodium bicarbonate is admin- 
istered. Salt and soda may be the cause of edema 
in older people also, particularly if they be under- 
nourished. Apparently, these sodium salts lead to 
water retention. 

Reverting to the problem of nephrosis: In 1914 
Volhard and Fahr proposed a new classification of 
renal disease, setting up three types: the inflam- 
mations, to which they would restrict the term 
“nephritis,” and from which they would exclude the 
degenerations, which they called the ‘“nephroses;”’ 
and the third group, the “scleroses.” Clinicians 
were slow to accept the second group, the nephroses, 
as being something apart from the nephritides. Cer- 
tainly, as late as 1920,9 and even more recently, 
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articles are confusing because they do not admit 
that chronic nephrosis is a separate disease entity. 
The reason is that pure or unmixed chronic nephrosis 
is relatively rare. All clinicians agree that 
“nephrosis” is more often than not mixed with one 
of the classical forms of chronic nephritis, especially 
the diffuse glomerular type. 

Chronic neprosis is also called lipoid nephrosis 
and chronic degenerative tubular nephritis. It is of 
obscure or unknown origin. Apparently, the chronic 
form is unrelated to the acute necrotizing nephritis, 
or nephrosis, of mercury poisoning. The latter cases 
die or recover completely from the kidney damage. 
Chronic nephrosis resembles chronic glomerulon- 
ephritis in that both are marked by albuminuria 
and edema. There the resemblance ends. In nephro- 
sis there may or may not be cylindruria; at least, 
there is no elevation of the blood pressure and no 
retention of the end-products of protein metabolism. 


' The more massive the edema and the albuminuria, 


the more likely the diagnosis of nephrosis. The 
higher the blood pressure and the nitrogenous re- 
tention, the closer the approach to chronic nephritis. 
Combinations of these variables spell mixed types 
of nephrosis and nephritis. 

The edema of nephrosis has been explained 
(Widal) by failure of the kidneys to excrete salt 
(sodium chloride), and by salt binding the water in 
tissues. Another explanation is the increased pér- 
meability of the capillary walls under the toxic-action 
of the products of kidney degeneration. Neither of 
these explanations is satisfactory. A salt-free diet 
and limitation of fluid intake do not remove the 
edema, nor does the fluid show an excess of protein, 
as would be expected were the capillary wall too 
permeable.! 

The more satisfactory explanation of nephrotic 
edema is the steady loss of large quantities of al- 
bumin in the urine. This depletes the protein con- 
tent of the blood, and loss of proteins results in 
lowering the osmotic pressure. 

The loss of protein (albumin) in the urine may 
be almost unbelievable. Eighteen to 26 grams daily, 
or even 50 grams, over a period of months has been 
recorded. When we remember that the total protein 
of the blood averages only about 210 grams, we 
can realize the tremendous drain upon the blood 
serum unless the loss is replaced.“ 

Normally, the blood serum contains 6 to 8 grams 
of protein to the 100 c. c., of which about’ one-third 
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is globulin, the rest albumin. In disease, the total 
protein may be much reduced, yet globulin may 
show both a relative and an absolute increase. In 
nephrosis, globulin may constitute nearly all of the 
protein present.* The osmotic pressure of globulin 
is much less than that of albumin. 


*AVERAGE COMPOSITION OF BLoop SerA, GRAMS PER 100 C.c. 
(Epstein?) 


Globulin 
Total per- 
Protein Globulin Albumin centage 


37.0 
33.9 


35.7 


7.400 
Cardiac Conditions __ 6.408 
Chronic Interstitial Ne- 
6.704 
Chron. Parenc. Neph. 
(“Nephrosis”) 3.928 


2.738 
2.240 


2.396 


4.662 
4.417 


4.310 


3.462 0.466 89.2 


AVERAGE COMPOSITION OF EFFUSION FLUIDS 


Serous Fluids: 

Cardiac Conditions __ 3.352 

Hepatic Cirrhosis ___ 3.174 

Chron. Parenc. Nephr. 
(Nephrosis) 

Subcutaneous Fluids: 

Chron. Parenc. Nephr. : 
(Nephrosis) 0.098 


1.199 
1.318 


1.788 
1.856 


43.0 
41.0 


0.285 0.000 100.0 


0.080 0.018 81.0 


Starling states that the blood proteins exert an 
osmotic pressure of about 4 mm. of mercury for 
every one per cent of protein. If 6 to 8 grams of pro- 
tein is normal, then normal osmotic pressure is 24 
to 32 mm. The average total blood proteins in 
chronic nephrosis is 3.928 grams. If so, the osmotic 
pressure has been reduced to an average of 11.712 
mm. The critical point below which edema appears 
is 5 to 5.5 grams of protein per 100 c. c. of blood. 
The edema of chronic nephrosis needs no other ex- 
planation than this. 


Another factor of importance in this disease is 
the high lipoid content of the blood. Its normal 
cholesterol content is 175 to 225 mgm. per 100 c. c. 
In chronic nephrosis the range may be from 300 to 
1,300 mgm." This increase indicates impaired body 
nutrition, and is an additional disturbing factor in 
the physico-chemical state of the blood.® 


The indications for treatment, then, are (1) in- 
crease the protein content of the blood; (2) remove 
excessive lipoids. Contrary to the all-too-frequent 
custom when treating patients with marked albu- 
minuria, the diet must be rich in proteins, and poor 
in fats. Starchy foods should be limited to promote 
maximum ingestion and assimilation of proteins and 
to lessen retention of water. Epstein! suggests that 
the diet be: 
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Dairy AMOUNT 


Food value 1,280-2,500 calories . 


Proteins 
Fats (unavoidable) 
Carbohydrates 


The articles of food which he uses are lean veal, 
lean ham, whites of eggs, oysters, gelatine, lima 
beans, lentils, split peas, green peas, mushrooms, 
rice, oatmeal, bananas, skimmed milk, coffee, tea 
and cocoa. 

The protein should be meat preferably. In case 
the patient cannot eat so much meat, edible casein, 
20 to 30 grams daily in a glass of milk, is suggested 
as a palatable addition to the diet. 

Water is allowed in quantity necessary for com- 
fort, usually 1,200 to 1,500 c. c. daily, and salt is 
allowed in quantity sufficient to make the food palat- 
able. 

In unusually severe cases, blood transfusions are 
used in the emergency, or venesection coupled with 
transfusion. The object is the same as the slower 
method of feeding, i. e., the restoration of the blood 
to normal condition.’ 

True uremia is rarely seen in unmixed nephrosis. 
Uremic-like symptoms, headache, vomiting, coma, 
are due to edema of the nervous system. Tapping 
the extremities, paracentesis of the cavities and of 
the spinal canal may help, but for a short time only, 
unless the underlying conditions are corrected. 

It is surprising perhaps to be told that pure forms 
of chronic nephrosis, under proper and persistent 
treatment, tend to get well and ultimately to recover 
completely. The fall in the lipoids (cholesterol) of 
the blood, with high-protein, low-fat feeding, is the 
most useful index of improvement, and points to the 
wisdom of perseverance in this line of treatment. 
Drug treatment is of little help. 

But not all nephrosis is pure or unmixed. It 
seems to be essentially a disease of metabolic dis- 
turbance. If any extraneous factors exist, they must 
be removed, or recovery will not be complete. 
Nephrosis of pregnancy, for instance, frequently 
fails to clear up, even though the products of con- 
ception are completely removed, until lactation is 
also interrupted.® 

If evidences of nephrosis still persist, dysfunction 
of a special endocrine gland, e. g., the thyroid, may 
be responsible. In such case, ultimate cure is not 
attained until thyroid treatment is instituted. If 
this method of treatment is persisted in until edema 
and albuminuria are entirely eliminated, cure may 
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be expected, though perhaps only after six to eighteen 
months of faithful cooperation.!2— 

In the mixed cases, nephrosis with chronic 
nephritis, both treatment and prognosis depend upon 
the prominence of the one or the other disease in 
the picture. 

In summary and conclusion, treatment of edema 
must be based upon a knowledge (1) of the me- 
chanics of the disturbed circulation; (2) on the pro- 
tein content of the blood; (3) of the integrity, or the 
reverse, of the renal filter, as determined not alone 
by urinalysis, but by estimation of water, salt and 
nitrogen retention. There are numerous tests of renal 
function. Of these, a determination of the concen- 
trating power of the kidneys, of the fractional dye 
elimination, and the urea clearance test are my per- 
sonal choice. (4) We have no direct measure of 
capillary permeability. There seems to be some con- 


Factors Favoring Edema Formation 


A. Primary: 
1. Elevated capillary pressure a. 


FACTORS IN THE PATHOGENESIS OF EDEMA 


Clinical Examples 
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nection between the integrity of the capillary wall 
and the calcium content of the blood. At least, we 
include a determination of the blood calcium in the 
study of edema, and prescribe calcium, with or with- 
out parathyroid extract, in the treatment of edema 
with hypocalcemia. 

A table from a recent article by Landis,’ in which 
he summarizes the factors responsible for edema, has 
been modified a bit as a summary of this paper. The 
factors he calls “primary” are each sufficient in 
themselves to produce edema. “Contributory” factors 
do not often cause edema, but modify the severity 
or distribution of edema due to one of the primary 
causes. I have italicized in this table the diseases 
in which edema is usually generalized. I have added 
a third column to Landis’ two, summarizing the 
principles of treatment of the conditions discussed 
in this paper. 


Principles of Treatment 
Rest in Bed. 


(a) External pressure on veins; 
(b) Thrombophlebitis 
(c) Cardiac edema with venous 1. 


(c) Restricted diet and fluids; digi- 


congestion. talis tapping, bleeding, xan- 
thines, mercurials. 

2. Lowered colloid osmotic pres- 2. (a) Nutritional edema; 2. (a) Regulation of protein, salt, wa- 
(b) Nephrotic edema 

(c) Cardiac edema, late stages, 
with malnutrition. 


sure 


3. Damage to capillary wall 3. 


4. Lymphatic Obstruction 4. 
congestion 


B. Contributory: 


5. Low tissue pressure 5. 
genitalia. 


6. High salt intake 6. 


able. 


7. High fluid intake 
able. 


8. Warm environment 8. 


(a) Inflammatory edema 

(b) Nephritic edema** 
(c) Cardiac edema (?) 

Chronic anoxemia 


(a) Lymphedema 
(b) Cardiac edema with venous 


. Increases edema if salt is avail- 


ter and vitamin rations to speci- 
fic deficiency ; possibility of dis- 
turbance of acid-base equili- 
brium. 
(b) High protein, low fat diet 
(transfusion) ; thyroid feeding 
if indicated, and correction of 
extraneous factors. 


(b) Restriction of protein, water 
and salt to degree of deficiency 
of their elimination. 


Edema of periorbital tissues and 


Increases edema if water is avail- 


(a) Heat edema. 


(b) Increases all types of edema. 


9. Disturbed innervation 


plegia. 


**Probably damage to the renal filter precedes damage to capillary wall both in time and importance. 


(a) Trophoedema. 
(b) Unilateral 
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DISCUSSION OF SERIOUS MEDICAL COMPLICATIONS DURING 
PREGNANCY.* 


JoserH Bear, M. D., 
Richmond, Virginia. 


Because pregnancy and labor presumably border 
on a physiological function, the physician is prone 
to treat them with or without serious medical com- 
plications in a rather light manner, except in ex- 
treme cases of disability. At the outset, it may be 
well to point out that the incidence of complications 
is probably greater than is generally supposed and 
frequently becomes an acute problem. I shall at- 
tempt to discuss only the phase in which the dis- 
eases occur not resulting from pregnancy, although 
some overlapping may take place. For convenience 
of description the following order may be carried 
out: 

(1) Pregnancy complicated by acute infectious 
diseases: Influenza, pneumonia, gonorrhea, ery- 
sipelas and the communicable diseases. During its 
course, spontaneous interruption of pregnancy fre- 
quently occurs. Due to the fact that induction of 
premature labor increases the maternal risks, it is 
therefore contra-indicated. The added physical strain 
attending premature delivery renders the course of 
the disease much less favorable. In acute gonor- 
rhea, especially in the last few weeks of pregnancy, a 


*Read by invitation at a meeting of the Northern Neck 
Medical Society, Heathsville, Va.. May 27, 1937. 


bichloride or mercury low vaginal douche is justifi- 
able with the hope of preventing or minimizing the 
infection in the eyes of the new born. Vaginal sup- 
positories of neo-silvol or silver picrate may like- 
wise be employed. Strict isolation in the above 
cases is absolutely essential and treatment 
instituted along general principles. Especially in 
erysipelas, the added danger of spreading the infec- 
tion should be borne in mind. 

(2) Diseases of the nervous system: Neuralgias, 
neuritis, hysteria, chorea and epilepsy. In the first 
three mentioned, they do not seem to have any de- 
leterious effect on pregnancy and the usual treatment 
is prescribed. Pregnancy seems to favor the occur- 
rence of chorea. This condition usually occurs in 
primiparae; it is commoner in young than in older 
pregnant women and seems to make its appearance 
in the early stages of gestation. In the large per- 
centage of cases it usually disappears before the end 
of term. If the patient grows steadily worse the 
induction of premature labor is sometimes followed 
by excellent results. In certain cases of chorea 
gravidarum the patient becomes maniacal and may 
abort spontaneously. 
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The influence of pregnancy in epileptics is like- 
wise variable. Sometimes no special treatment is re- 
quired in the milder types, other than bromide and 
juminal medication. In the severe cases where the 
entire physical condition is greatly undermined, 
these patients should be sent to an epileptic colony 
and after proper consultation be sterilized. This, of 
course, reduces the number of future epileptics. 


(3) Diseases of the alimentary tract: The most - 
important feature here is the consideration of con-» 


stipation. Most women are habitually constipated 
and during pregnancy with the growing uterus press- 
ing up against the intestines the existing condition is 
naturally aggravated. If it remains untreated, it 
may be a forerunner to eclampsia, passing through the’ 
intermediary stages of intestinal autointoxication, 
albuminuria, hypertension and a general toxemia of 
pregnancy, affecting the hepatic and renal function. 
Exercise, proper diet, moderate intake of water per 
day, loose clothing capable of being adjusted to the 
increasing size of the abdomen, all tend to correct 
this simple, but yet, sometimes dangerous condition. 
Adequate prenatal care will usually prevent its occur- 
rence. 


(4) Diabetes: True glycosuria, when it is found, 
is nearly always of serious consequence. A transient 
glycosuria in pregnancy may subsequently result in a 
permanent diabetes. If the patient presents a his- 
tory of diabetes, and urinalysis in the early months 
shows sugar, the usual medical treatment is to be 
employed. The revolutionary introduction of insulin 
has so changed the therapeutic evaluation of the dis- 
ease that the modern tendency is not to interrupt preg- 
nancy. If interruption becomes necessary, it is ex- 
ceedingly dangerous to wait beyond the stage of 
viability, for the shock of delivery may produce coma 
and frequently the fetus is stillborn. After the stage 
of viability, if the case is of the milder type, it is 
perhaps best to keep patient under strict medical 
treatment, and premature labor induced 
only when the danger signals arise. Joslin, in a 
personal communication, states that, ““The manage- 
ment is along the same general lines as in the non- 
pregnant, simply bearing in mind the sudden transi- 
tions which may occur in these patients and the care 
which must be taken to adapt their dietary regime.” 
There is no harm in keeping them undernourished 
until term, for the mother will very likely be in bet- 
ter condition and perhaps deliver easier because of a 
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smaller baby. Williams and DeLee advise the in- 
duction of premature labor in all cases when sugar 
content of urine is not reduced under appropriate 
treatment. If coma intervenes and blood sugar 
reaches a very high level, the usual emergency pro- 
cedures should be rigidly carried out so that delivery 
may be temporarily postponed for a later period 
when the patient’s condition will be less serious. De- 
livery should be made comparatively easy, anesthetics 
being avoided if possible. If this becomes absolutely 
necessary, rectal or gas anesthesia may be employed. 
Nursing should not be allowed. 


(5) Nephritis: All forms of nephritis have a very 
bad influence on pregnancy, abortion and premature 
labor being common (66 per cent Hofmeier) ; Seitz 
found that only from 20 per cent to 30 per cent of 
the children survived. Women with chronic nephritis 
should not marry, and, if married, should not con- 
ceive. Ifa patient had eclampsia or nephritis during 
her first pregnancy, she should be warned against a 
subsequent one until all evidence of renal involve- 
ment has remained absent at least a year or more. 
Suitable contraceptive advice may be justly pre- 
scribed. Albuminuric retinitis, marked edema and 
a laboring heart which do not respond to the general 
principles call for an immediate termination of 
pregnancy. Edema of the vulva may be a manifes- 
tation of a nephritic toxemia. DeLee usually in- 
terrupts pregnancy as a matter of principle when the 
child has fully passed the point of viability. In case 
nephritis is found before the child is viable (twenty- 
eight weeks), some authorities recommend interrup- 
tion, stating that the damage to the kidneys which 
is certain before the child becomes viable, together 
with the poor chances of the fetus, make the con- 
tinuance of the pregnancy exceedingly dangerous. 
If the patient is near the point of viability, it is best 
to carry her along for a few weeks and give the child 
a better chance. Absolute rest in bed, non-protein 
diet, careful daily urinalyses and blood pressure read- 
ings should be rigidly carried out, and blood chem- 
istry likewise made. During labor the heart should 
be closely watched. Nursing is to be permitted only 
if the patient is in good condition and renal symptoms 
subsiding. 

(6) Pyelitis: This condition as an obstetric com- 
plication assumes a more serious aspect than does a 
simple case of pyelitis, since it concerns not only the 
patient but the fetus as well, and moreover, may in- 
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fluence unfavorably the course of the pregnancy. In 
its therapeutic approach, an attitude of distinct con- 
servatism is usually maintained. There is a mild 
grade and a severe grade. In the less severe grades 
it can be combated by the early administration of 
urinary antiseptics, without the necessity of cysto- 
scopic treatment. Mention may be made of sodium- 
acid-phosphate, urotropin, salol, caprakol, acriflavine, 
pyridium, picochrome, ammonium mandalate, and 
mercurochrome 1 per cent (intravenously). Postural 
treatment by using a small pillow in the lumbar 
region offers real assistance by promotion of drain- 
age. The knee-chest position, t.i.d. for ten minutes 
each time, and the elevated Sims’ posture while in 
bed, often prove beneficial in relieving the stagnant 
urine. In the more severe grades, however, I recom- 
mend ureteral catheterization and pelvic lavage, be- 
cause it permits a free drainage. This can be done 
repeatedly through pregnancy and the woman car- 
ried safely to term. Complete rest in bed, milk diet, 
alkalies and the ingestion of large quantities of water 
serve as valuable adjuncts. Depending upon the 
severity of the case, one will have to deal with a sim- 
ple catheterization or that of requiring a retained 
catheter. In the latter case, however, there appears 
to be no untoward effects from the supposed ureteral 
trauma. Induction of abortion or premature labor 
is now rarely performed for pyelitis. 

Charles Norris, of Philadelphia, states that he has 
never had to empty the uterus for a pyelitis compli- 
cating pregnancy. H. Naujoks, of Leipsic, believes 
that even in a large practice, interruption of preg- 
nancy should be necessary hardly once in a decade. 
Keene states that from sixty to seventy per cent of 
all acute pyelitis cases will recover under medicinal 
measures. Surgical procedures on the kidneys, such 
as nephrotomy or nephrectomy, are rarely, if ever, 
justified. Hunner, of Baltimore, states that an in- 
teresting point of great practical value is that it is 
not always necessary to treat a pyelitis of pregnancy 
kidney until the infection is entirely removed. If 
the ureteral stricture area is dilated at ten-day in- 
tervals until patient has no further chills and fever, 
treatment may then be discontinued when a fairly 
good prognosis for carrying through to term may be 
given, even though the urine may still show infec- 
tion. In pyelitis one can never tell when the acute 
symptoms will arise or when the lesser type may be- 
come severe. Recently I had a case of the lesser 
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grade in a patient five months’ pregnant. She was 
given the usual course of treatment and was ap)par- 
ently doing well. Suddenly she developed acute 
symptoms, complicated by a severe toxic ileus with 
dyspnea and cyanosis. Fortunately, during the at- 
tack she entered into labor and precipitated. Re- 
covery was uneventful. 

The question of subsequent pregnancy plays a 
very important role, because frequently patients are 
extremely anxious to know whether it is safe and, if 
so, what to expect in regard to a recurrence. It is 
best to advise against pregnancy untill all foci of 
infection have been removed and a thorough chance 
is given to clear up the existing pyelitis. Recurrences 
are quite-common and necessitate a still more rigid 
management in later pregnancies. 


(7) Diseases of the blood: A mild anemia is quite 
common during pregnancy and in my own private 
cases the hemoglobin averages about 70 per cent. 
It is a good plan to administer from five to ten grains 
of iron daily for a period of several months to meet 
this iron deficiency. Pernicious anemia and leukemia, 
while not of frequent occurrence, may greatly affect 
the mother when they make their appearance. Iron, 
liver extracts, Fowler’s solution and the general treat- 
ment laid down for these conditions may sometimes 
prove beneficial. If no result is obtained, induction 
of labor should be considered. In these conditions, 
post-partum hemorrhage is apt to occur and pituitrin 
and preparations of ergot should be administered 
after the third stage as a prophylactic measure. 

(8) Diseases of the circulatory and respiratory ap- 
paratus: These include diseases of the heart, aneu- 
rysm, asthma, and diseases of the thyroid. Cardiac 


‘conditions are often greatly aggravated by pregnancy 


and labor. Usually the prognosis is fairly good as 
long as compensation is maintained. Severe heart 
lesions are generally believed to predispose to pre- 
mature labor. In many cases during labor, com- 
pensation may fail due to the elevation of arterial 
pressure during uterine contractions, or collapse may 
occur immediately after the second stage, as a result 
of the sudden fall in arterial pressure with an asso- 
ciated hemorrhage. It is very essential that partic- 
ular attention be given to the first appearance of the 
slightest sign indicating decompensation. According 
to Stander, there is a steady increase in cardiac out- 
put amounting to over 50 per cent of the normal rate 
from the fourth month to full term. 
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Due to the fact that the lesion may be either mild 
or grave, the management would have to be more or 

less individualized and an attempt made to evaluate 

the power of the heart, according to whether the 

patient is able or unable to perform the usual phys- 

ical activity without palpitation, fatigue or dyspnea. 

Moderate rest, digitalization, morphine, sedatives 

and careful attention to all the rules of the hygiene 

of pregnancy will often carry a woman to term when 

an early forceps delivery will minimize the strain 

on the heart muscle. A severe case with poor com- 

pensation is a positive indication for therapeutic abor- 

tion or premature labor. In marked cases with fail- 

ure of compensation, when the mother dies suddenly 

at or near term or during labor, a post-mortem Cesa- 

rean section may be done at once with the hope of 

securing a viable fetus, written permission being 

obtained from the family beforehand. Sir James 

Mackenzie states when the heart failure is so ex- 

treme as to threaten life, intervention is necessary. 

In nearly all of his cases of mitral stenosis who 
carried beyond the fifth month, premature labor set 
in spontaneously. Paul D. White, of Boston, states 
that no rule can be set, except that pregnancy should 
be forbidden or terminated early if symptoms and 
signs of heart failure appear or if there have been 
such symptoms and signs; the same advice applies 
to the complications of auricular fibrillation, aortic 
regurgitation of high degree, and hypertension. In a 
personal communication from Dr. White he says, 
“The most important factor aside from the decision 
to rule out pregnancy in cases who had congestive 
failure or auricular fibrillation, or hypertension, is 
the detailed follow-up care of cardiac patients dur- 
ing pregnancy and the puerperium.” 

Bramwell, of England, states that pregnancy 
should be forbidden in all patients with established 
auricular fibrillation, and in all those who are known 
to have suffered from previous congestive heart fail- 
ure. When patients in this group are seen in the 
early months, the uterus should be evacuated. He 
especially emphasizes the fact that pregnancy should 
never be interfered with until every effort has been 
made to relieve the heart by medical treatment, espe- 
cially in a hospital. It is the writer’s opinion that 
cases of mitral stenosis and auricular fibrillation call 
for interruption of pregnancy. The ability to per- 
form exercise, the presence of other complicating 
factors and the social and economic surroundings of 


‘intervals should be stressed. 
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the patient should be well weighed. In selected 
cases Cesarean section with sterilization is the method 
of choice. 

In aneurysm the usual outline regarding the exami- 
nation of blood, administration of iodides, and re- 
moving the burden from the heart should be carried 
out. Interruption is the safest rule to follow. 

Asthma may seriously affect the mother during 
pregnancy because the symptoms are greatly ag- 
gravated. A thorough physical survey is essential 
and if possible the underlying cause should be re- 
moved. Desensitization test and appropriate vaccine 
therapy often prove beneficial and allow the patient 
to go to term satisfactorily. Rest in bed at varying 
Interruption of preg- 
nancy should be considered when symptoms grow 
progressively worse. Radical change of air and scene 
has given good results when all medical measures 
have failed. 

Diseases of the thyroid: Pregnancy, by increasing 
the need for thyroid activity, makes excessive de- 
mands upon that gland. During the normal course 
the thyroid undergoes a functional or physiologic hy- 
pertrophy, especially after the sixth month. It is 
generally conceded that this enlargement is an ex- 
pression of its defensive action against toxic products, 
while the effect of its absence may have a possible 
basis as a contributory etiologic factor in eclampsia, 
since we know there exists an intimate relation be- 
tween the thyroid and metabolism, bearing in mind 
thyroid insufficiency. B.M.R. studies will usually 
clarify the underlying pathology. In hypothyroidism, 
administration of thyroid extract will aid materially. 


The management of goiter is practically the same 
as in the non-pregnant state, and in a general way 
similar to that of cardiac cases. Abortion may be 
necessary if there is early failure of compensation, 
and especially if toxic symptoms prevail. During 
the latter months of gestation, if the symptoms are 
greatly aggravated, interference may be necessary, 
but evacuation of the uterus does not give the same 
relief as in strict cardiac lesions, because the toxemia 
and hyperthyroidism persist. The slower methods 
of delivery are to be preferred. Pregnancy should 
never be allowed to go beyond term. The B.M.R., 
blood pressure and pulse readings should be done 
at regular intervals. Lugol’s solution rest, morphia, 
ice bag over precordia are used to quiet the heart’s 
X-ray therapy has proven beneficial in se- 
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lected cases. Gas or ether are the anesthetics of 
choice. 

. (9) Pregnancy complicated by chronic infectious 
diseases: Malaria, syphilis and_ tuberculosis. 
In malaria complicating pregnancy, quinine should 
be administered as in the non-pregnant state as its 
oxytocic qualities are practically nil, so that it may 
be given without fear of producing uterine contrac- 
tions or exciting labor. The new specific for malaria, 
Atabrine, is a complex synthetic compound and may 
be used during the course of gestation without risk 
of interruption. Quinine in therapeutic doses pre- 
vents rather than causes abortion. Its administra- 
tion therefore is doubly indicated during pregnancy. 

Syphilis: ..Luetic infection is a very important 
complication of pregnancy, as it is one of the most 
frequent causes of repeated abortion or premature 
labor. It attacks even the unborn child. It may 
ruin the life of the prospective mother and it may 
destroy a family. It may lie insidiously hidden in 
the deeper recesses of the body, only to appear late 
in life with its usual sequelae. The time is not dis- 
tant when the Wassermann reaction will play an 
essential role in the general principles of the pre- 
natal care of private cases. It has been the routine 
in all the larger clinics. When we know of the 
existence of syphilis in either parent, whether in- 
fection took place prior to or at time of conception, 
the mother should be treated with the usual anti- 
syphilitic remedies, as by this procedure not only 
may she be cured, but, in view of the fact that the 
preparations of arsenic and mercury, as well as iodide 
of potassium, are readily transmitted through the 
placenta, the fetus may also be treated. The child 
may be nursed by its own mother. Anti-syphilitic 
therapy is not a cause of abortion or premature de- 
livery, but, on the other hand, a means of preven- 
tion. 

In two hundred and three consecutive pregnancies 
at the prenatal clinic of the Medical College of 
Virginia, there were forty-eight positive Wassermann 
tests. At the City Home, out of three hundred and 
thirty-nine consecutive deliveries, there were fifty- 
four positive Wassermann, twenty-one positive cord 
Wassermann and fifteen stillbirths. 

Tuberculosis: All cases of pregnancy occurring 
in tuberculous women should be subject to a rigid 
hygienic and dietary treatment. This type of case 
needs every: possible aid in combating her infection. 


The best results are obtained in a well-conducted 
sanatorium and, if interruption of pregnancy be- 
comes necessary and cannot be performed there, the 
patient #should be removed to such an institution as 
soon as. possible after the operation. A very impor- 
tant question arises—should pregnancy be interrupted 
because the mother has pulmonary tuberculosis? 
Authorities disagree; one, that pregnancy be always 
terminated as a curative measure; another, that it 
be never interrupted; and the third, the cases be in- 
dividualized and pregnancy brought to an end only 
when certain symptoms arise. Brown, of Saranac 
Lake, in a personal communication, states he recom- 
mends induction of abortion in the early months in 
all cases, and that the mortality and percentage 
of relapses are practically nil when abortion is in- 
duced before the end of the third month. DeLee 
is inclined likewise to the more active treatment. 
Norris, believes as a general rule, the earlier the in- 
tervention, the better the prognosis. Williams and 
Hirst consider that abortion be induced in the early 
months of pregnancy. Some authorities recommend 
sterilization if it becomes necessary to empty the 
uterus. This the writer believes to be unjustifiable. 
Routine sterilization should not be carried out as a 
fixed and iron-clad rule, regardless of the method 
employed. In the average case, after the evacuation 
of the uterus there is some chance of promoting a 
cure of the tuberculous lesion. Knopf is of the 
opinion that every woman who has an active pul- 
monary tuberculosis should have a bilateral sal- 
pingectomy performed. This seems to be quite a 
radical stand. It must be remembered that the tuber- 
culous woman has less resisting power than the unin- 
fected one. Any grade of phthisis is likely to be- 
come aggravated during pregnancy and the puer- 
perium. The chief object is to maintain her powers 
of resistance at their highest point—namely, to im- 
prove her general health by a strict hygienic and 
dietary course. It is generally believed that inter- 
ruption in the early months is productive of at least 
fairly good results but, in the latter months, it is of 
little value. There is, at the present time, a tendency 
to carry these women to term under rigid supervision 
in a well-equipped sanatorium, but the writer be- 
lieves that if a patient has an active lesion, interrup- 
tion before the end of the third month should be 
done and thus allow her to regain her vital powers 
without any added strain. 
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Tuberculosis with hyperemesis makes the indica- 
tion for immediate abortion and the same is true of 
laryngeal tuberculosis. 

Before deciding to empty the uterus, a consulta- 
tion should always be held. The entire procedure 
should be conducted as openly as possible; the family 
and the patient herself should be informed of what 
is about to be done. No loophole for criticism 
should be left: The attendant should be guarded as 
to his decision and procedure, for if repeated abor- 
tions are effected in the same patient, he may be 
styled as a “Professional Abortionist.” Veit states 
that successive abortions are quite as injurious as one 
or two pregnancies, especially if the latter have been 
properly treated. “If labor is allowed to go on, every 
effort should be exercised to shorten and make it 
easier. Anesthesia should be avoided if possible. 
Small doses of morphia may be given, or sodium 
amytal or nembutal. If an anesthetic becomes neces- 
sary, nitrous oxide or ethylene are probably the best, 
though some authorities differ. As a general rule, 
these mothers should not nurse their infants; the 
safer plan, both for mother and child, is to institute 
artificial feeding at once, for it is generally be- 
lieved that lactation exerts an unfavorable influence 
on the course of this disease. Recently, a group of 
observers have demonstrated tubercle bacilli in 
mother’s milk. Bandelier and Ropke state that the 
danger of transference of tubercle bacilli to the in- 
fant through the mother’s milk is a very real one. 
It is believed that the milk of a tuberculous woman 
contains a toxin that lowers the resisting powers of 
the child. The chief danger of breast feeding is the 
accidental contamination to the child’s mouth and also 
transmission through infected nipples. Kissing and 
handling of baby by the mother should, of course, 
be prohibited. 


CONCLUSIONS 
During pregnancy the whole metabolism is changed 
to meet the new demands on the system and, if there 
is present any latent disorder in the woman, it will 
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usually bring it to the surface. It is generally con- 
ceded that pregnancy exerts a harmful influence upon 
all chronic organic diseases, while its effect is less 
marked in acute infections. It has been well said 
that “Gestation tests the integrity of every structure 
within the body.” ‘This fact warns the attendant to 
study well the constitution of the patient, to adhere 
strictly to adequate prenatal care, and to observe 
carefully all pathological lesions found in order 
to guard her from the disorders and complications 
and from the dangers of excessive suffering. The 
various complications have not received, in the past, 
the emphasis they deserve, for it bears, without a 
doubt, a great importance to mother and child. The 
occurrence of a fatality in a woman during her child- 
bearing period becomes a distinct loss and often 
causes a dissolution of the family. 

A closer relationship between obstetrician and in- 
ternist should be strongly encouraged. A careful 
“follow-up” in these cases will enable the physician 
to prevent future disaster and conserve the health 
and prolong the life of these patients. 
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THE USE OF AUTOHEMOTHERAPY IN THE TREATMENT OF 
PSORIASIS AND HERPES ZOSTER— 
PRELIMINARY REPORT.* 


E. E. M. D., 


Danville, Va. 


Autohemotherapy, or auto-sero treatment, as it is 
sometimes called, is purely an empirical therapeutic 
measure which has in recent years been used in the 
treatment of numerous skin diseases. It has been 
advocated as a “cure-all” for such conditions as 
pemphigus, dermatitis herpetiformis, psoriasis, 
chronic eczema, lichen planus, pityriasis rosea, 
herpes zoster, and dermatitis venenata. Recently it 
has been used by the allergists in the treatment of 
asthma. It is, of course, realized in the beginning 
that no single procedure of this type could have any 
appreciable benefit on such a large number of widely 
separated conditions. Dr. Jack W. Jones,’ of At- 
lanta, Ga., read a paper at the last meeting of the 
Southern Medical Association in Baltimore, Md., 
in which he recommends autohemotherapy in the 
treatment of psoriasis and herpes zoster. I quote 
from his article two cases which he thinks are illus- 
trative of his series: 

“Mrs. Mc., age 33, a physician’s daughter, had 
not been clear of psoriasis since she was a small 
girl in spite of treatment under the direction of 
competent physicians with the usual drugs such 
as chrysarobin, ammoniated mercury, etc. The 
eruption was present particularly in the scalp and 
to a less degree on the trunk and extremities. She 
was given autohemotherapy at weekly intervals 
for ten weeks and her skin became normal. The 
disease recurred in a few months’ time and she 
again responded to the blood injections. Since she 
has not been regular with the treatment we have not 
been able to follow her case over a sufficient period 
of time to determine whether or not it can be con- 
trolled by the continuous injection method. 

“We feel that we can recommend autohemotherapy 
as a most useful agent in the treatment of psoriasis. 

“The one disease in which we would particularly 
like to commend the use of autohemotherapy is herpes 
zoster; in fact, we have been so favorably impressed 
with the results obtained that it has become almost 
routine in the treatment of this disease. The relief 
of pain and symptoms in the large majority of 


*Read in part before the South Piedmont Medical So- 
ciety at South Boston, Va., April 20, 1937. 


cases treated by this method have been most spec- 
tacular, many of the cases reporting relief in a 
few hours or the first day. One patient coming in 
from a neighboring city seventy-five miles away, 
who had previously required morphine for relief of 
pain, reported entire relief of pain before reaching 
home in her car.” 


The simple type of technique employed and the 
absence of reasonable logic has led many to view it 
with disfavor. It is realized that the number of 
cases of psoriasis and herpes zoster, herein reported, 
does not warrant any accurate conclusions. The 
series of cases is too small and they are not ade- 
quately controlled; therefore, this paper is presented 
as purely a preliminary report. 

The methods which have been employed in the 
past have been somewhat variable. The name itself 
simply implies treating the patient by administering 
to him some of his own blood. Some workers have 
removed from forty to fifty cubic centimeters of 
blood, separated the cells by centrifuging, and re- 
injected the serum either subcutaneously, intramus- 
cularly, or intravenously. The method, herein em- 
ployed in treating this series of cases, has been to 
remove six or eight cubic centimeters of blood from 
the cubital vein and inject it immediately into the 
gluteal muscle before it has time to clot. 


Psoriasis is commonly defined as a chronic, oc- 
casionally acute, inflammatory disease of the skin, 
characterized by reddish-brown flat papules or cir- 
cumscribed areas of varying size and covered by 
silvery-white imbricated scales. The confluence of 
many of these plaques will sometimes give very 
peculiar looking gyrations. The disease is one which, 
in its typical manifestations, renders itself easily 
diagnosed. Its definite etiology is not known. Many 
theories have been advanced. Suffice it to say, in 
passing, it is my impression that the majority of 
cases give a history of absence of milk or butter 
from the diet. Because of its obscure etiology, it 
naturally follows that many forms or treatments 
have been used. The purpose of this paper is to 
present a routine of therapy which has proved of 


a 2h ent 


19 
be 
ps 

m 
in or 

i to 

sc 

ac 

| is 

li 
th 

al 

m 

0! 

n 

| 

te 

k 
it 

u 

1 

0 

| 

j 

| 

( 
XUM 


1937] VirctniA MEpIcAL MONTHLY 379 


benefit in the majority of cases. Patients with 
psoriasis are advised to partake of a diet rich in 
milk and butter, supplemented by carotine in oil 
or cod-liver oil; the local application of some kera- 
tolytic agent, in order to dissolve the superficial 
scales. An ointment containing 10 per cent salicylic 
acid in ammoniated mercury is occasionally effi- 
cacious. It is thought that anthralin ointment,? which 
is a chrysarobin derivative, is better. Ultra-violet 
light is also a valuable adjunct. The treatment has 
then consisted of a diet high in vitamin A, or milk 
and butter, the local application of anthralin oint- 
ment, ultra-violet light, and autohemotherapy. 

Case 1—Mr. G. K. gave a history of an eruption 
of six months’ duration. Routine examination was 
negative except for typical psoriasis involving the 
entire body, upper and lower extremities, face and 
scalp. Seen first on October 20, 1936, and given one- 
tenth per cent anthralin ointment and ultra-violet 
locally. Diet rich in milk and butter and carotine 
in oil, drops ten, three times a day. He received 
ultra-violet once every five days until November 21, 
1936, without improvement, in spite of anthralin 
ointment locally and his diet. 

On November 21, 1936, he was given five cubic 
centimeters of whole blood, intramuscularly, in ad- 
dition to ultra-violet. He returned in ten days show- 
ing improvement. On January 4, 1937, after five 
injections of blood (along with ultra-violet, anthralin 
ointment and his diet) the patient was entirely well. 
He was discharged and returned for observation 
two months later, March 1, 1937, at which time 
there was no recurrence. It is important to note 
that this patient was well in less than three months— 
aithough it was in the winter time, and that he did 
not begin to improve until after autohemotherapy 
was started. 

Case 2—Mr. W. K. was first seen on March 12, 
1937, with psoriasis (not so extensive as the other) 
but very much on his body and limbs and some in 
the scalp. On the first visit he was given one-tenth 
per cent anthralin ointment, told to drink one quart 
of milk each day and given ultra-violet light. In 
addition, he received six cubic centimeters of whole 
blood (his own). The treatment was repeated on 
March 16, 1937, with seven cubic centimeters of 
blood and ultra-violet. On March 20, 1937, he 
was much better. He received two more treatments 
on March 27, 1937, and April 3, 1937. He returned 
on April 10, 1937, at which time he was entirely 


well. This patient had what might be termed a 
moderately severe psoriasis and was well in one 
month. 

Without attempting to go into any detailed de- 
scription of the clinical manifestations or the etiology 
of herpes zoster it may be said that it is an acute 
disorder, characterized by the occurrence of vesicles 
situated on an inflamed base and accompanied by ~ 
neuralgic pains or itching. It is usually unilateral 
and not recurrent. Its average duration is from ten 
days to two weeks, but it may be very mild and 
last only a few days. For this reason a small series 
of cases does not definitely prove anything. The 
only type of therapy used in these cases was the 
intramuscular injection of the patient’s own blood 
immediately after removing it from the vein. It is 
thought that the disagreeable symptoms have been 
decreased and the course of the disease shortened. 

Case 3—Mr. R. G. F. presented himself on 
November 24, 1936, giving a history of a recurrent 
vesicular eruption at intervals of two or three 
months around the left corner of his mouth, accom- 
panied by much soreness. Examination revealed 
numerous large vesicles on a reddened base which 
appeared to be herpes zoster. One observation is 
not sufficient to make a diagnosis of recurrent herpes 
zoster, but the history was certainly suggestive. He 
was given six cubic centimeters of his own blood 
and the soreness disappeared in about twenty hours. 
The patient did not return for five days, at which 
time the eruption was entirely well. This patient 
had an infected tooth which was removed and since 
then there has been no recurrence of his condition. 
The diagnosis is not definite in this case as it may 
have been a dermatitis venenata, a recurrent toxic 
erythema, or herpes simplex. 

Case 4—Miss W. S., a student nurse, came in 
on March 8, 1937, stating that she had blistered 
her hand with merthiolate which she had used be- 
cause of pain and soreness. There were numerous 
large and small vesicles on the back of her hand 
which were thought to be herpes. To prove that the 
merthiolate did not blister her hand it was continued 
as a local application. She received six cubic centi- 
meters of her own blood on March 8, 1937, and six 
cubic centimeters more on March 9, 1937; the fol- 
lowing day the soreness disappeared. She returned 
on March 11, 1937, with no soreness, and 
the eruption was very dry (no vesicles), and was 
given six cubic centimeters of blood. On 
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March 13, 1937, treatment was discontinued, as the 
patient was well. 

Case 5—Miss M. W., who had been under treat- 
ment for seborrheic dermatitis for several weeks, on 
March 30, 1937, mentioned the fact that she had 
had some soreness and pain in her left side for the 
past twenty-four hours. Examination revealed that 
just’ below the left costal margin was a series of 
vesicles, typical of herpes zoster. She was given 
seven cubic centimeters of her own blood (no other 
treatment) which was repeated the next day. In 
forty-eight hours the soreness was gone, and on the 
third day the eruption showed signs of healing. She 
was given seven cubic centimeters more of blood on 


April 2, 1937, and returned again on April 5, 1937, ° 


at which time the eruption was well except for the 
scabs. 

Case 6—C., J. was first seen on March 22, 1937, 
complaining of a severe pain and soreness of his 
left side and arm, accompanied by a “breaking-out” 
of two days’ duration. Examination revealed a large 
number of vesicles of the left thoracic region and 
inner side of the left arm. He insisted on some 
medicine to put on it so he was given plain boric 
acid ointment. He also received six cubic centi- 
meters of whole blood. He returned the next day 
stating that the pain had gone. The eruption looked 
about the same. He received seven cubic centimeters 
of blood, and on March 25, 1937, he still had no 
pain and the skin lesions showed marked signs of 
improvement. On March 29, 1937, he was entirely 
well. The severity of this case indicated that it 
might become ulcerated and necrotic, but no such 
signs were noted. 

Case 7—Dr. W. McM., a practicing physician, 
first reported to me for examination on April 16, 
1937, at which time he complained of intense pain 
and soreness in his left costal region, extending from 
the spine around to the sternum and accompanied by 
patches of vesicles on a reddened and edematous 
base of one week’s duration. He made the diagnosis 
of herpes zoster himself, and knew of the therapy 
being used in these cases, but put off seeing me for 
one week because he dreaded being stuck with 
needles. He was given seven cubic centimeters of 
whole blood when first seen and the next day re- 
ported that the pain was no longer continuous and 
was much milder; he stated that he still had inter- 
mittent attacks of pain, lasting for from three to five 
minutes. The autohemotherapy was repeated with 
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eight cubic centimeters of blood. On April 19, 19.7, 
the eruption showed definite signs of healing and 
the pain which remained was very mild. On this 
date the treatment was continued with eight cubic 
centimeters of blood and on April 20, 1937, 
the pain had gone entirely and the eruption was well 
except for the scabs. 

Case 8—Miss C. B., a fourteen-year-old girl, was 
first seen on April 20, 1937, with an extensive red- 
dened, vesicular eruption, accompanied by marked’ 
pain and soreness of three days’ duration, just below 
the costal margin extending completely from the 
spine to the sternum. She was given intramuscularly 
seven cubic centimeters of her own blood, and when 
seen the next day she reported that the pain was 
relieved but the eruption remained about the same. 
The treatment was repeated with nine cubic centi- 
meters of blood. She was next seen on April 23, 
1937, at which time she stated that “the pain left 
yesterday,” and examination revealed that the ves- 
icles showed definite signs of healing. She then re- 
ceived eight cubic centimeters of blood. She re- 
turned on April 26, 1937, stating that she still had 
no pain or discomfort and the eruption was prac- 
tically healed; however, she was given nine cubic 
centimeters of blood. Two days later the patient 
was entirely well. 

Case 9—Mrs. M. B., twenty - nine - year - old 
woman, was first seen April 24, 1937, complaining 
of pain and soreness on the inner side of her left 
leg, accompanied by an eruption very typical of 
herpes zoster of one week’s duration. She was given 
eight cubic centimeters of her own blood. She next 
returned on April 26, 1937, at which time she 
stated that she was very much better and the lesions 
showed signs of healing; the therapy was repeated 
at this time. She was next seen on April 28, 1937, 
the eruption being practically well, but she stated 
that she still had attacks of pain, lasting a few 
minutes, four or five times a day. She received nine 
cubic centimeters of blood. She called on the 
telephone the next day, stating that she had had no 
trouble for the last twenty-four hours. She was last 
seen on May 1, 1937, in the office, at which time 
she was entirely well. 


SUMMARY 
It is believed that autohemotherapy is a great aid 
in the treatment of psoriasis. The two cases reported 
have responded very well to a routine consisting of 
autohemotherapy, anthralin ointment locally, and 
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a dict rich in milk and butter. It is impossible to 
say at the present time whether these patients will 
have a recurrence or not. 

It is believed that autohemotherapy not only 
shortens the duration of pain of herpes zoster, but 
also shortens the course of the disease. It is thought 
that it is certainly as good as any other form of 
therapy that has been used in the past, if not a 
specific in the treatment of herpes zoster. 
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The author wishes to acknowledge the aid of 
Dr. S. C. Hall in confirming the clinical diagnosis in 
many of these cases. 


REFERENCES 
1. Dr. J. W. Jones, Atlanta, Ga. Read before the Southern 
Medical Association in Baltimore, 1936. 
2. Anthralin Ointment—product of the Dermatological 
Research Laboratories. 1-8 Dehydroxy-Anthralin. 


703 Masonic Temple. 


THE PROBLEMS OF EARLY SYPHILIS.* 


Otts L. ANDERSON, M. D., 
Passed Assistant Surgeon, United States Public Health Service, 
Division of Venereal Disease Control, Virginia State Department of Health, 
f Richmond, Va. 


The history of syphilis.dates back to at least 1493 
at which time an epidentic of the disease spread out 
of Naples, apparently-carried there by the Spanish 
troops. Some writers claim that the history dates 
back to antiquity and that the Jews, Greeks and 
Romans were aware of the nature of the disease. 

Syphilis was known by the name Great Pox, until 
the year 1530, at which time an Italian, Girolamo 
Fracastoro, produced a Latin poem entitled Syphilis 
Sive Morbus Gallicus. Its hero, a shepherd named 
Syphilus, acquired the Great Pox, and in this man- 
ner did the disease receive its name. 

Progress in the knowledge of the disease was in- 
different until 1905 when Fritz Schaudinn, a Ger- 
man Zoologist, demonstrated the causative organism. 
In 1906 a serologic test was developed by August 
Von Wassermann and in 1910 Paul Ehrlich, after 
605 previous experiments, developed a specific drug 
for the treatment of this disease. It is known as 
arsphenamine and frequently referred to as “606.” 

With specific knowledge of methods of diagnosis 
and treatment available, it is well to reflect on the 
prevalence of the disease today. 

According to the data collected by the United 
States Public Health Service (Fig. 1), it is obvious 
that syphilis and gonorrhea present a major public 
health problem which requires the immediate atten- 
tion and action of the medical profession. 

The literature frequently quotes an incidence of 
10 per cent of our total adult population. Why have 
we made no further progress in the suppression of 


*Read before the Southside Virginia Medical Associa- - 


tion, at Franklin, Va., March 9, 1937. 


NEW CASES bod SYPHILIS AND GONORRHEA 
OMPARED WITH 
OTHER COMMUNICABLE DISEASES 


IN THE UNITED STATES DURING 1935. 


Bs: reported 


cases not 


GONOR- SYPH- TUBERCU H- TYPHOID POLIO- SMALL- 
RHEA Losis FEVER FEVER MYELITIS POX 
1037.000 $18,000 350,000 260,962 39,226 16,355 10,839 7.987 


Fig. 1. 


syphilis when it has been said by some to be as 
easily controllable as smallpox? The answer is brief, 
and may be summed up by one word “taboo,” and 
this has presented an unsurmountable obstacle until 
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recently. Unfortunately the disease has always been 
associated with shame and its discussion not per- 
mitted in ordinary conversation because of its asso- 
ciation with venery. However, it is an established 
fact that many infections are acquired “innocently,” 
and not associated with venery. Such infections 
would include transmission of the disease in marriage 
and from mother to child. Extragenital infections, 
while they may be innocent, are quite rare. 

In the early part of 1936 the word “syphilis” 
began to appear in newspapers, to be followed short- 
ly by many subsequent descriptive articles in well- 
known magazines. It is imperative that the public 
be made aware of the true nature of the disease if 
we hope to accomplish our purpose. 

Syphilis is a chronic, infectious, constitutional dis- 
ease, due to the invasion of the body by the spiro- 
chaeta pallida, which may attack any tissue or 
organ of the body, but which seems to have a prefer- 
ence for the skin and the arterial, nervous, and 
osseous systems; in the pregnant female it may at- 
tack the placenta or infect the growing fetus. It may 
become “latent” and live in a symbiotic manner with 
the tissue cells of the body to become a potential 
menace to life and health years after the initial in- 
vasion. 

Infection usually occurs by direct or indirect con- 
tact with moist surfaces, mouth or genitalia of a 
recently infected individual. Moisture is a pre- 
requisite for transmission of the virus; the treponeme 
dies as soon as it dries. A wide-spread dissemination 
of the virus occurs many days before the appearance 
of any primary lesion at the portal of entry and it 
is thus obvious that any attempt to abort syphilis 
by excision of the chancre would be unsuccessful. 

The primary lesion or chancre develops in from 
10 to 90 days, but averages three weeks, from the 
time of infection. Simultaneously, or shortly after, 
there appears, in most cases, a painless enlargement 
of the regional lymph nodes, the characteristic 
satellite bubo. These signs last a few days or weeks 
and, except for residual induration in the bubo, heal 
spontaneously. 

During this early infectious or primary stage is 
the opportune time to make a diagnosis. This may 
be accomplished by a darkfield examination of serum 
from the lesion, which, if due to syphilis, would 
contain spirochaeta pallida. 

Figure 2 shows the relative frequency in which 
the treponeme can be visualized by darkfield exami- 
nation of early syphilitic lesions. 
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If the first examination is negative, two more 
successive examinations at least are indicated. As 
the duration of the lesion increases and healing be- 
gins to take place the organisms may be difficult to 
find or absent. Local applications, such as calomel 
powder, lunar caustic or copper sulphate, etc., may 
have previously been applied to the lesion by the 
patient or some physician in an attempt to heal the 
area, and this at times confuses the accuracy of the 
darkfield examination by destroying the organism. 
Applications of warm normal saline only are per- 
mitted before and during the period of examination. 
The healing of the lesion is of secondary importance; 
eliminating or establishing a diagnosis is of first 
consideration. 


POSITIVE DARK-FIELD EXAMINATIONS 
BY STAGES OF 


Dark-fi 
in prima 
wn 


Should the darkfield examination prove to be nega- 
tive, the patient must still be kept under observation 
for syphilis by weekly examinations for secondary 
manifestations and by serologic tests. This period 
of observation should not be less than three months 
from the appearance of the primary lesion. 


Secondary manifestations of the disease occur 
after an interval of about six weeks, following the 
appearance of the chancre. Since blood is not a 
suitable medium for the growth of treponemes, they 
soon leave for the more favorable environment of 
the tissues. Although all tissues of the body are 
probably equally invaded, lesions do not develop in 
all. Certain structures and organs, chiefly those of 
ectodermal origin, appear to offer more favorable 
conditions for residence and growth than others. 
Localizing in these specially chosen areas, notably 
skin, mucous membrane, eye and nervous system, the 
deposited treponemes undergo a second period of 
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local multiplication which culminates in the second- 
ary outbreak,- with its diversity of lesions. 

Figure 3 illustrates the frequency of secondary 
manifestations in the several areas that may be in- 
volved. 


THE SITES OF SECONDARY 
IN 2.269 PATIENTS 


\ 


Fig. 3. 


The secondary lesions, as well as the chancre, 
contain large numbers of organisms and are further 
characterized by the fact that there is little or no 
destruction of tissue. 

These secondary lesions will heal spontaneously 
with or without specific treatment. Depending on 
their type and intensity, they may persist for only 
a few days, or for many months, finally to disappear 
without leaving any permanent scars. 

Early skin manifestations appear less often in 
colored than in white patients, being probably 
masked by pigment. Mucosal secondary lesions 
other than condylomas are more common in white 
patients. Condylomas are more common in women, 
and most especially in the colored female. Con- 
dylomas appear only in moist areas, usually where 
two skin surfaces oppose one another, and as a re- 
sult we find this type of lesion more often about 
the external genitalia and between the gluteal fold, 
near the anus. The lesion is characterized by a 
warty type of growth, somewhat resembling a cauli- 
flower. Other cutaneous manifestations may be 
characterized by various forms, as macular, maculo- 
papular, papular (including annular papular), 
follicular, papulo-pustular, rupial, leucoderma, and 
alopecia. The macular type is found more often on 
the flanks and abdomen, shoulders, back, upper arms 
and chin; papular areas are the same as macular, 
but with an increased predeliction for the face, palms 
and soles; pustular, frequently on the face and scalp. 
The rupial and other severe types may be universal, 


’ while the follicular are more often found on the 
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back and extensor surfaces, including alopecia of 
the scalp. The mucous patch may be found in the 
mouth and anus, and is recognized by a light grayish 
membrane. Interstitial keratitis occurs rarely in the 
secondary period. The earliest symptom is slight 
ciliary congestion followed by the appearance of 
small grayish infiltrated deposits, either toward the 
periphery or in the center of the cornea. The in- 
flammation involves the entire thickness of the 
cornea, the grayish deposit being lymphocytic. 

Diagnosis may be made in secondary syphilis by 
darkfield examination of the presenting lesion in an 
average of 85 per cent of the cases, and in approx- 
imately all the cases the blood Wassermann will be 
positive. The clinical manifestations of the disease 
in this stage are quite characteristic and should 
immediately put the physician on guard. He should 
keep the patient under close observation until the 
diagnosis is established. 

The aim of treatment is two-fold: (1) Involving 
the cure or arrest of the disease in the infected in- 
dividual. In this manner we remove one more from 
the field of infectiousness. (2) Preventing the possi- 
bility of spread of the disease to others. The syphi- 
litic patient is therefore not a problem unto himself, 
because he acquired the disease from another in- 
fected individual, and now is in a position in infect 
others. 


The term “cure” in syphilis must be used advis- 
edly. One may use the word to indicate the eradi- 
cation from the body of the last remaining treponeme, 
and to this Moore! has applied the term “biologic 
cure.” Symptomatic interpretation would indicate 
that all symptoms and signs disappear and the pa- 
tient remains well, incapable of transferring the dis- 
ease to others. Serologic cure occurs when serologic 
tests of blood and spinal fluid become and remain 
negative. 

The time after infection at which the diagnosis 
of early syphilis is made and treatment instituted, 
is of major importance in the ultimate outcome. The 
“cure” of early syphilis is more readily obtained 
provided treatment is begun within the first few days 
of the infection, than when it is delayed until the 
appearance of a positive blood Wassermann, or of 
outspoken secondary manifestations. . 

Figure 4 illustrates the results of the Clinical 
Cooperative Group studies. The chance of “cure” 
in seronegative primary syphilis is approximately 
86.4 per cent; in seropositive primary syphilis, 64.3 
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per cent; and in early secondary syphilis, 81.5 per 
cent. The requisite speed in the diagnosis of primary 
syphilis implies the intelligent use of a darkfield 
microscope. 


FINAL RESULT OF CASES OF EARLY SYPHILIS 
CONTINUOUSLY TREATED 


OF SATIGFRCTORY RESULTS 
2 » 2 = 2 


Fig. 4. 

The treatment of early syphilis involves three im- 
portant considerations: 1. The individual patient; 
2. Public health, and, 3. Public expense. The pa- 
tient must have adequate treatment in order to ac- 
complish “cure” and to prevent the development of 
usually serious, often disabling and sometimes fatal, 
lesions. 


Fig. 5. 
From The Contin 


uous Method of Treatment of Early Syphilis, 
prog Re Moore, M. D., Annals of Internal Medicine, July, 


Figure 5 illustrates the approximate chance of 
the development of late syphilis when early syphilis 
is untreated. Forty-five per cent develop cardio- 
vascular lesions and 25 per cent neurosyphilitic 
manifestations. When early syphilis is treated, only 
4 per cent develop cardiovascular syphilis and 6 


per cent neurosyphilis. 
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From the standpoint of the public health, the 
spread of syphilitic infection may best be controlled 
by the elimination of the infectious patient. The 
use of arsphenamines is necessary to control the 
infectious period and sufficient number and amount 
to prevent infectious relapse. The addition of heavy 
metal to the treatment program is desirable and 
necessary, but heavy metals alone do not suffice. 

The relation of arsphenamine treatment to the 
prevention of mucocutaneous relapse is illustrated 


by the following: 


RELAPSE 


Figure 6 shows that less than four arsphenamine 
injections plus 20 or more heavy metals permit re- 
lapse in the astonishingly high total of 45 per cent, 
an incidence probably higher than would occur if 
no treatment were given; five to nine arsphenamine 
plus 20 or more heavy metals permits 9 per cent re- 
lapse; less than 20 arsphenamine permits 15 per cent 
relapse, and more than 20 arsphenamine results in 
only 2 per cent relapse. 

The proper treatment of early syphilis involves 
an economic consideration. Our hospitals are filled 
with patients who frequently require only institu- 
tional cure and palliative treatment. They have 
ceased to be a menace to the public health since 
they are no longer infectious, and their prospect of 
“cure,” or even symptomatic relief is, as compared 
with early syphilis, negligible. Moore? states that 
“In Baltimore, the annual expense of hospital care 
for such patients for the average year is $100,000. 
If this sum is expended in one city of not quite a © 
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million people, it is a fair estimate that the hospital- 
ization of broken down late syphilitics in the country 
at large costs approximately $12,400,000 annually.” 
He concludes that the expenditure of money is being 
made in the wrong place; and that by increasing the 
amount spent on the proper care of early syphilis, 
the ultimate cost of late syphilis could be greatly 
reduced. 

In some patients, the lesions of primary and 
secondary syphilis are either absent or so negligible 
and transitory as to escape the attention of the most 
observant individual. In the female, lesions occur- 
ring in the vagina or on the cervix are symptomless 
and therefore are frequently not discovered. 


FREQUENCY OF SYMPTOMLESS INFECTION 


EARLY LATENT SYPHILIS) 


LATE LATENT SYPHIL' 
More than 4 years duration 63% 


No history 
of infection 


Fig. 7. 


Figure 7 illustrates the frequency with which 
symptomless infection occurred in early latent and 
late latent syphilis. If a patient does not recognize 
symptoms serious enough to take him to a physician 
at all, obviously he cannot be treated. Such patients 
form an as yet unmeasured reservoir for the spread 
of infection to others, and for the ultimate develop- 
ment of late syphilis. The physician has only one 
defense against this biologic silence of syphilitic in- 
fection, namely, the use of the routine serologic test 
for syphilis on every possible occasion. Case find- 
ing is another method of ferreting out cases that 
otherwise might not be discovered. 

During recent years, the studies of Munson of 
New York and of Smith*® and Brumfield in Virginia 
demonstrate clearly that, by the use of the epidemio- 
logical method, undiscovered sources of infection can 
be found. 

Figure 8 demonstrates the result of tracing the 
source of infection and contacts. Twenty-five names 
were obtained, nineteen of whom were examined and 
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were found to have syphilis, and six failed to report 
for examination. 

Evidence has accumulated also which shows that 
syphilis does not spread evenly in the population, 
but that it is kept alive and spreads chiefly by a 
series of small epidemics. Munson traced more than 
30 such local outbreaks, averaging four or five cases 
each. Smith and Brumfield have shown that from 
157 new cases of early syphilis, 345 contacts or 
potential sources were named (representing 278 
people), of whom nearly one-half were located and 
brought under treatment. 


TRANSMISSION OF SYPHILIS $79 


From - Of Syphilis. Willies A. Brumfield, 
ey C. Smith, M.D. American Journel 
of Public Health, 1934, 2%: 576. 


Fig. 8. 


Many individuals know little or nothing about 
syphilis, its symptoms, its late complications, its 
prevalence. The public must be educated to know 
what syphilis is and trained to consult a physician 
for its earliest symptoms, as it has been similarly 
trained for tuberculosis and cancer. 

The results of the Clinical Cooperative Group 
studies suggest a number of principles which should 
be employed in attacking early syphilis, namely: 

1. Early diagnosis enhances the opportunity for 
“cure” and, by bringing the patient under treatment, 
reduces the possibility of further transmission of the 
disease. 

2. The arsenicals and bismuth have been estab- 
lished as the drugs of choice. Bismuth is better than 
mercury. 

3. The continuous alternating arsenical bismuth 
plan is superior to other methods and does not pro- 
voke any more untoward reactions than the inter- 
mittent treatment plan. 

4. Once a diagnosis of early syphilis has been 
established, the patient must receive a minimum of 
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12 to 18 months arsphenamine and heavy metal 
therapy, depending on the stage of the disease. 
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THE TREATMENT OF NEURO-VEGETATIVE DYSTONIA. 


ALLEN H. Moore, M. D., 
Doylestown, Pa. 


Functional nervous disorders may well be de- 
scribed as ineffective physiologic reactions of the 
organism to its environment. During recent years a 
constantly increasing number of patients with func- 
tional disturbances of the nervous system have been 
coming to my attention. Cannon,! in a discussion of 
the role of emotion in disease, describes a progressive 
change in the common types of disease that is appar- 
ently taking place. Infectious diseases that formerly 
were dreaded and which often assumed epidemic 
proportions have been largely brought under con- 
trol or have almost disappeared; whereas, a remark- 
able increase in nervous disorders is occurring. At 
least as a partial cause for this growing incidence 
of nervous diseases he emphasizes the influence of 
emotional changes, fears, resentments and frustra- 
tions that are connected with the stresses and strains 
involved in the increasing complexity of life. 

Closely associated with functional nervous dis- 
orders there occur disturbances of visceral physi- 
ology with the consequent production of symptoms 
referable to particular organs. In fact, even certain 
somatic diseases such as peptic ulcer, hyperthyroid- 
ism and diabetes mellitus are closely related to 
neuro-vegetative dysfunction. 

This paper is limited to functional nervous dis- 
orders which as a problem in diagnosis may present 
a complex clinical picture. The close relationship 
of such disturbances with organic disease may still 
further complicate this clinical picture and unless 
carefully analyzed may result in serious errors both 
in diagnosis and treatment. 

In the development of neuro-vegetative disorders 
a neuropathic heredity or constitutional predis- 
position is doubtlessly primarily responsible. Upon 
a nervous system thus fundamentally susceptible, 
unfavorable factors such as fatigue, privation, 


strong emotions, physical and moral distress act as 
powerful excitants of nervous reactions that might 
otherwise remain dormant in many persons. 

Hartenberg? and others regard neuroses and 
psychoneuroses as disturbed states of the nervous 
system in its entirety, the cerebrospinal as well as 
the vegetative divisions, and further say that these 
clinical states are manifested by nervous depression, 
nervous erethism and anxiety. Kraus* regards 
neuroses as constitutional with general psychic mani- 
festations, or as visceral neuroses with local excita- 
tion of either the parasympathetic or sympathetic 
nervous systems. 

While a pure vagotony or sympathicotony of a 
local type may exist as the earliest form of vege- 
tative imbalance, yet this mild dysfunction soon 
throws out of balance the corresponding antagonistic 
innervation of the same organ. Subsequently, states 
of imbalance of varying intensity may develop 
throughout the vegetative system. 

According to Hoff and Werner‘ vegetative im- 
balance and neuroses deprive the inhibitory centers 
of their normal tonus, and strong emotions and de- 
pressing ideas gain the ascendancy gradually lead- 
ing to a complex pathologic nervous state. Patients 
of this type are highly emotional, unreliable, im- 
pulsive, versatile, sad or exalted, impatient or apa- 
thetic, anxious, apprehensive, given to exaggeration 
and excessive introspection, and they often suffer 
from insomnia and a loss of self-confidence. 

Experimentally, Petren and Thorling® using 
epinephrine, pilocarpine and atropine, proved that 
many patients react strongly to both sympathicomi- 
metic and parasympathicomimetic drugs, indicating 
an increased activity in both divisions of the auto- 
nomic system. Weiss and Collins,® in a report of a 
comprehensive study of a series of patients, have 
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confirmed these observations clinically and state 
that pure cases of vagotony or sympathicotony are 
much less frequent than mixtures of both types. 
Furthermore, they say, in addition, that patients 
with this mixed symptomatology may give the im- 
pression that they are suffering from a neurosis. 

Since the symptomatology of patients with dis- 
turbed control of vegetative functions is manifold 
and not readily distinguished from that found in 
essential psychoneurosis, the more comprehensive 
term “neuro-vegetative dystonia” has been suggested 
as a result of the studies of Bickel’ and Wichmann® 
for this highly variable and intricate symptom com- 
plex. It has recently been my privilege to study a 
group of 34 patients, 6 males and 28 females, who 
suffered from variable symptoms, all of which were 
referable to dysfunction of some portion or portions 
of the neuro-vegetative system. However, a diagnosis 
of neuro-vegetative dystonia was not made in any 
case until a careful physical examination and the 
usual diagnostic procedures had failed to reveal the 
presence of organic disease. All of these patients 
were apprehensive, anxious and obviously of the 
neurasthenic type. The symptoms of which they 
complained and the frequency of their occurrence 
were—nervousness 27, headache 23, mental de- 
pression and emotional instability 7, hypotension 4, 
nausea and anorexia 3, tympanites 3, neuralgia 2, 
fatigue 2, urinary dysfunction 2, hypertension 1, in- 
somnia 1, obesity 1, generalized pain 1. 

Heretofore the treatment of such patients has been 
much too cursory. In fact, they have almost univer- 
sally been regarded as the most annoying patients 
coming to the attention of the physician. Perhaps this 
has been at least in part due to the excessive intro- 
spection from which many of them suffer and which 
causes them to analyze their symptoms in great de- 
tail. Furthermore, the anxious, apprehensive atti- 
tude of the patient coupled with a tendency to 
exaggerate, probably resulted in the presentation of 
a clinical picture, the apparent seriousness of which 
could not be verified by the findings on physical 
examination. Consequently, patients of this type 
were not given the same careful attention accorded 
others whose physical condition was such that the 
physician’s care was more obviously required. Medi- 
cation, when given, consisted of sedatives and anti- 
spasmodics selected because of their assumed action 
in overcoming the more prominent symptoms. Other 
measures that might have been beneficial, such as 
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improvement in diet and hygiene, were often wholly 
ignored. 

The proper medicinal therapy of neuro-vegetative 
dystonia does not consist of administering drugs 
selected to combat only the outstanding symptoms, 
but instead consists of administering a combination 
of drugs so selected as to correct the underlying 
dysfunction of the entire nervous system. In a study 
of the pharmacology of the neuro-vegetative system 
Rothlin® demonstrated that in the simultaneous ad- 
ministration of a vagus depressant in the form of 
belladonna alkaloids and the sympathetic depressant 
ergotamine there was no alteration of the specific 
effects of these two substances. He further confirmed 
the findings of others that the brainstem sedative 
phenobarbital combined with these two drugs pro- 
duces a preparation with distinctly enhanced central 
and peripheral sedation that is especially suitable 
for the relief of vegetative neuroses and related con- 
ditions. Forman? states that in the relief of meno- 
pausal symptoms such as headache, nervousness and 
insomnia, a combination of these three drugs in the 
form of bellergal was striking and prompt. In ob- 
stinate cases he supplemented the administration of 
this drug with theelin. 

In psychogenic headache Silverstein! found 
bellergal a splendid adjunct because of its excellent 
effect in causing a relaxation of the spastic condition 
in the viscera and blood vessels so commonly present 
in disturbed emotional states. 

One prolonged attack of polyneuritis with vague 
pains in the lower extremities which was quite re- 
sistant to the usual treatment is reported by 
Merwarth” who succeeded in obtaining surprising 
effects in this case through the administration of 
bellergal. 

Jores and Goyert,!8 in an experimental and clin- 
ical study of the action of this product upon vege- 
tative functions, concluded that it effectively reduces 
vegetative irritability as determined by Aschner’s 
ocular pressure test, the dermographism reaction, 
pulse rate, blood pressure and temperature as 
measured both before and after the administration 
of epinephrine and pilocarpine. Forty patients in 
whom vegetative irritability was in the foreground 
were successfully treated by these authors with this 
combination. In this group were neuropathics of 
various types, nervous heart disturbances, pseudo- 
ulcer cases and patients with peptic ulcer and spas- 
tic constipation. 
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My group of 34 patients seemed to be of the type 
that might be expected to respond to just this form 
of. medication. Consequently, bellergal was ordered 
for each and arrangements were made for subsequent 
observations at intervals of ten days. Two tablets 
three times daily to be taken after meals were pre- 
scribed for 18 patients who suffered from severe 
symptoms and in whom the nervous dysfunction was 
of long standing. This dosage was reduced to 1 
tablet 3 times daily or to 2 tablets twice daily after 
the first ten days of treatment. Sixteen patients with 
less severe symptoms of shorter duration were given 
1 tablet 3 times daily. In both groups the dosage 
was reduced if the patient complained of drowsiness 
or diminished alertness. In addition to medicinal 
therapy every effort was made to assist the patient 
in adjusting himself to the problems of life and to 
insure proper dietary and hygienic measures. Above 
all else and as a highly important part of the treat- 
ment he was encouraged to exercise self-discipline 
and to improve his nervous state by ignoring de- 
pressing thoughts, by refusing to indulge in intro- 
spection and by deliberately directing his attention 
to pleasant subjects. 


TypicaL Case REPORTS 


Case 1. Mrs. W. N., age 32, came to me three 
years ago suffering with almost intractable frontal 
headaches. The possibility of sinus infection, de- 
vitalized or abscessed teeth, gastrointestinal auto- 
intoxication, faulty vision, hypotension or hyper- 
tension were eliminated one by one. The headaches 
improved but were not relieved by palliative doses 
of acetylsalicylic acid and caffeine citrate. With the 
ever-present headaches was an associated emotional 
disturbance. Allergy as an etiologic factor was never 
established. Most remedies used relieved her dis- 
tress only for a short time. This patient was given 
two tablets of bellergal three times a day after each 
meal. Relief was almost instantly experienced but 
the patient complained of an uncomfortable drowsi- 
ness. The dose was reduced to two tablets in the 
morning and two at bedtime. This seemed to be 
ideal. There was cessation of all headache and 
there was a corresponding response of the entire 
nervous system manifested by a calming of the 
previously excited state and the development of a 
more happy frame of mind. She is now taking only 
two tablets daily with no return of symptoms. 

Case 2. Mrs. M. R., age 35, complained of con- 
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stant right side abdominal pain. The pain became 
much more severe during the menstrual period and 
there was an extension at this time to the left side of 
the abdomen. A pelvic examination revealed the 
possibility of a bilateral salpingitis. A later oper- 
ation revealed this diagnosis to be true. A bilateral 
removal of both tubes and ovaries was necessitated 
because both ovaries were cystic and badly degener- 
ated. 

The subsequent surgical menopause presented a 
long train of distressing symptoms consisting mainly 
of headache, tympanites, insomnia, hot flashes, and 
anorexia with an attendant loss of weight. This 
patient was given two bellergal tablets three times 
a day without any untoward symptoms. The results 
were truly phenomenal. The headaches disappeared 
and the menopausal symptoms improved to such a 
degree that medication is administered now only in 
small doses to maintain the excellent results. 

Case 3. Miss M. B., age 41, had been thoroughly 
studied by several eminent clinicians who were un- 
able to establish the cause for a persistent mucous 
colitis from which she suffered. Her symptoms were 
most distressing. She complained more of constant 
nervous fatigue and headache than anything else. 
There was an associated emotional instability, alter- 
nating diarrhea and constipation, abdominal pain, 
insomnia and anorexia. Treatment consisted of two 
tablets of bellergal administered three times daily. 
After the second day the patient reported that she 
had almost gone blind and became so entirely upset 
that she immediately stopped taking the medication. 
I explained to her that her apparent blindness was 
altogether functional and that it was due to the 
complete relaxation of the pupils. With this assur- 
ance she began to take one tablet twice a day. Within 
three weeks she reported that she felt better than 
she had for ten years and her colitis disappeared. 
She became much less nervous and the headaches 
were very occasional. With this improvement she 
once more assumed leadership in her community. 
She had not attempted to do anything that involved 
association with others for several years. 

Case 4. Mr. C. C. F., age 42, gave a history of 
headache since puberty. Temporary relief was at 
times obtained from a number of so-called headache 
remedies. The headache has continued, however, up 
to the present time with increasing severity. This 
patient was given one bellergal tablet three times a 
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day. Within two weeks after beginning treatment, 
the headaches had practically disappeared. 

Case 5. Mrs. M. P., age 45, complained of con- 
stant, severe headache over a period of ten years. 
It was concluded by numerous physical examina- 
tions and laboratory tests that the headache was due 
to an allergy. Treatment to relieve the underlying 
cause had failed. The headache continued to the 
point of causing her to be incapacitated for even 
ordinary household duties for several days at a time. 
She described them as blinding headaches accom- 
panied by nausea and vomiting. One _ bellergal 
tablet three times daily was ordered for her. The 
headaches have subsequently become much less fre- 
quent and less severe. The medication has been 
withheld for a period of two or three weeks at a 
time with practically no return of the headache. 

Of the 34 patients 8 did not return for subsequent 
observation, thus manifesting the unreliability of 
many persons with nervous instability. One could 
not take the medication, saying that it caused her 
face to become flushed and made her quite uncom- 
fortable. One patient was unimproved but he was 
antagonistic and non-cooperative. Twenty-three 
were greatly improved; headache, nervousness, 
emotional instability, insomnia, mental depression 
and neurotic symptoms were most uniformly re- 
lieved. Those patients in whom the disorder had 
been of longer duration were slower to respond, but 
even in these good results were ultimately obtained. 
Some of the mild cases required treatment only ten 
days to three weeks, whereas some of the more re- 
sistant conditions were kept under observation and 
treatment for two to three months. One patient in 
particular made a phenomenal recovery. This young 
man suffered from fainting attacks, dizziness, 
nervousness, emotional instability, undue fatigue and 
had lost all confidence in himself. He was given 
one tablet each four hours and at the end of the 
first ten-day period all symptoms were greatly im- 
proved and by the end of twenty days he had made a 
complete recovery. 

SUMMARY 
Functional disturbances of the neuro-vegetative 
system are increasing in frequency judged by the 
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greater number of patients suffering from neuroses 
and imbalances of the vegetative nervous system 
now seeking relief from their symptoms. 

The suggested diagnostic term neuro-vegetative 
dystonia because of its more general scope seems 
distinctly preferable to the more specific but less 
accurate terms vagotony and sympathicotony hereto- 
fore used for the designation of certain functional 
nervous disorders. 

The medicinal treatment of neuroses and im- 
balances of the vegetative system heretofore has often 
been of a cursory nature and has consisted of seda- 
tives and antispasmodics administered for the con- 
trol of the most outstanding symptoms. Results 
obtained from these measures have not been satisfac- 
tory. 

A satisfactory form of medicinal therapy for many 
patients suffering from instability of the neuro- 
vegetative system has been found in bellergal. How- 
ever, medicinal therapy is only part of the treatment 
of such patients and, in addition, the patient should 
be aided in adjusting himself to disturbing environ- 
mental factors; hygienic and dietary factors should 
be improved and, above all, he should be taught the 
value of mental discipline. 
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THE TREATMENT OF SCIATIC PAIN.* 


Roy M. Hoover, M. D., 


Roanoke, Virginia. 


It is impossible to discuss the treatment of sciatic 
pain without some discussion of the cause of the 
pain. Treatment can only be intelligently applied 
when one understands as well as possible the under- 
lying pathology. The treatment of this condition 
is quite varied since sciatica is not a disease, but 
a symptom of trouble somewhere else. 

There are numerous classifications of sciatica but 
it seems best to divide them into those in which the 
pain is caused by a neuralgia along the sciatic nerve 
and those in which there is an actual neuritis of the 
sciatic nerve. The second group is much less com- 
mon, in fact in my experience I have seen very 
few. In either case the condition is characterized 
by pain along the sciatic nerve. In the cases due to 
a neuritis, neurological changes are present, while 
in the neuralgia cases these are absent. 

In sciatic neuralgia the pain seems to be due to 
pressure or tension on the nerve, or both. The ten- 
sion or pressure occurs in the lumbo-sacral region 
and is caused by the pull of adhesions or pressure 
of swollen soft parts. Even when the underlying 
cause is a bony abnormality, whether traumatic, dis- 
ease, or congenital, this causes swelling or inflam- 
mation of the soft parts which press on the sciatic 
nerve or its roots. 

The most frequent cause of sciatic pain is some 
mechanical disturbance of the low back, which may 
be from injury, as strain, sprain or fracture. There 
may be underlying mechanical weakness, postural 
or congenital. Fracture, sprains and acute or chronic 
back strains cause pain by pressure of surrounding 
inflamed soft parts. 

Disease involving various parts of the low back 
may cause sciatic pain. Arthritis of the low back 
causes much sciatic pain either alone or as a com- 
plication. Sacro-iliac strain has been described as 
the cause of much sciatica, but I have never seen 
them associated. In cases of severe injury to the 
sacro-iliac joint and disease of this joint, sciatic 
pain is conspicuous by its absence. Of the other 
causes, tumors, pelvic disease, alcohol, syphilis, 
diabetes or other constitutional disease are most im- 
portant. 


*Read as part of a symposium on “Treatment” at the 
meeting of the Southwestern Virginia Medical Society in 
Pulaski, April 9, 1937. 


Focal infection is of utmost importance as the 
underlying cause of arthritis, myositis or fasciitis, 
as primary or complicating causes of sciatic pain. 
It is basicly responsible for all “traumatic arthritis.” 
The importance of focal infection must be kept in 
mind in all cases and appropriate measures used to 
eradicate it. 

As is to be expected from the foregoing brief 
summary of causes, there is no one remedy nor group 
of remedies which will relieve all cases. Many modes 
of treatment have been used. In our discussion we 
will concern ourselves with the cases of sciatic 
neuralgia. Most cases of sciatic neuritis are pri- 
marily neurological and do no belong in this paper. 

Treatment should be directed toward relief of the 
underlying back condition. X-rays, stereoscopic and 
lateral, should be taken in order that the bone con- 
dition may be known before instituting treatment. 
Treatment may be in bed or ambulatory, depending 
on the circumstances of the patient and the severity 
of the symptoms. For economic reasons, ambulatory 
treatment sometimes has to be tried when hospital- 
ization would be much better. 

Any severe cases should be at rest on a firm bed 
to prevent undue motion in the spine. In some cases 
a cast or brace is necessary even in bed to prevent 
motion. Buck’s extension on one or both legs is of 
great help in relieving muscle spasm. Results are 
better with light rather than heavy traction. Physio- 
therapy is given either as baking or much better 
as diathermy. This should be given well below toler- 
ance, as high intensity may aggravate the symptoms. 
In many cases X-ray treatment is of great value, 
apparently causing a rapid reduction of local in- 
flammation. Good elimination should be maintained 
and a thorough investigation made for foci of in- 
fection. A dead tooth may be causing much trouble 
even when X-ray is negative. Tonsil tags or tonsils 
which have never given a local symptom may be the 
infectious focus. Judgment must be exercised as to 
the time for removal of a focus. A debilitated pa- 
tient may be made much worse and even permanently 
damaged by the overwhelming effect of too exten- 
sive or ill-timed removal of foci. 


In arthritic cases or in those complicated by 
arthritis, the careful use of an appropriate auto- 
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genous or complement fixing vaccine is a great help. 
The use of non-specific foreign protein, especially 
intravenous shock therapy, is to be discouraged ex- 
cept when the underlying cause is gonorrhea. 

Medication is only used for relief of pain, general 
tonic effect and for elimination. Salicylates probably 
give more relief from pain than any other type druz 
short of the opiates. Opiates should be avoided if 
possible because of the danger of habit formation 
in a chronic condition. It is seldom necessary or 
desirable to give the salicylates intravenously. 
Atophan must be used with great care because of 
its toxic effects. 

In certain cases there is a contracture of the fascia 
lata due to a fasciitis or a contracture secondary to 
abnormal posture. These cases are helped greatly 
by Ober’s operation, the transverse division of the 
fascia lata. It is of no value in cases where the 
fascia is not contracted. One must remember that 
we are operating for a symptom and not for the 
cause of the condition. If these facts are kept in 
mind, it is of great help in selected cases. The same 
results may be gotten in many cases by careful exer- 
cises and voluntary stretching. 

Manipulation under anesthetic can only be con- 
demned as a blind, unscientific and dangerous pro- 
cedure. Occasionally there are very spectacular 
results but other cases are seriously damaged. It 
belongs to the era of so-called “bloodless surgery.” 
If it is thought necessary to free the nerve, it is 
much better to expose and free it up where the pro- 
cedure is under control. It is doubtful if this is 
ever justified. 

The extensive use of epidural injection is to be 
discouraged. It is not unaccompanied by danger and 
the results hardly justify the risk and discomfort. 
Injection of the nerve is also very strongly advised 
against, it may temporarily relieve pain but does 
nothing toward the relief of the underlying condition 
and frequently is responsible for increased pain 
later. 
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In certain cases such as spine disease or severe 
mechanical abnormality which are not relieved by 
conservative methods, spine fusion is the method of 
choice. Except in tuberculosis and certain gross 
mechanical abnormalities, conservative treatment 
should first be thoroughly tried. In certain cases 
where the intervertebral foramina have become nar- 
rowed because of arthritic change, good results have 
been reported from operative enlargement of the 
foramina. 

The treatment of a case after getting out of bed 
and the ambulatory treatment are very similar. It 
consists of sleeping on a firm bed, use of a suitable 
support, cast, brace canvas belt for men, or a well- 
fitted corset for women, and physiotherapy. The 
administration of vaccine and eradication of foci is 
also carried out. The patient is instructed in regard 
to exercise and rest. 


SUMMARY 


1. Sciatic pain may be either a neuralgia in the 
distribution of the sciatic nerve or an actual neuritis 
of the nerve. 

2. In the neuralgia, pain is due to pressure of 
surrounding soft parts or tension from adhesions. 

3. The most common causes of sciatic neuralgia 
are mechanical disturbances of the low back. 

4. Focal infection is a very important cause and 
complication. 

5. Treatment is directed toward immobilization, 
support and reduction of inflammation and swelling. 

6. Foci of infection should be removed but with 
discretion. 

7. No specific medication is known. 

8. Selected cases are much improved by division 
of the fascia lata. 

9. Manipulation should not be done. 

10. In intractable cases, spine fusion is the best 
treatment. 
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ALTERNATIVE SOLUTIONS PROPOSED FOR MEDICO- 
ECONOMIC PROBLEMS.* 


B. Porter, M. D., 
Richmond, Va. 


The four articles preceding this one covered the 
first six of the eleven chapters of “American Medi- 
cine,” which are concerned rather with a compre- 
hensive analysis of American medical science and 
medical practice than with “solutions for present 
medico-economic problems.” As pointed out else- 
where in these articles, the primary interest of the 
medical men that contributed to “American Medi- 
cine” is clearly in the problem of improving 
medicine rather than in the problem of better dis- 
tributing medical care and lowering its cost. Even 
the last five chapters of the book are by no means 
entirely given over to attempts to answer the medico- 
economic problems now facing us; but the discussion 
of medicine in these latter chapters is, so to speak, 
oriented by economic considerations, i. e., the pos- 
sibility of getting medical care to people who now 
lack it, at costs which the low income group can 
pay, and free to the indigent. 

The alternative “solutions” presented are roughly 
these, noted here in the order in which they are 
dealt with in “American Medicine”: 

(1) Various county and community “plans” 
worked out cooperatively by medical organizations, 
voluntary groups, government; these plans illustrate 
a number of principles but they boil down largely 
to schemes for either prepayment on the insurance 
principle, or post-payment on the credit bureau 
principle, with an adjusted fee arrived at through 
investigation. 

(2) State medicine, using the term here in the 
thorough-going or Soviet sense, as involving govern- 
ment paid and controlled doctors, and no private 
practice of medicine. 

(3) Insurance, a comprehensive term as developed 
in a long chapter, including compulsory insurance, 
with the State, industry and the individual con- 
tributing; voluntary insurance of various kinds, in- 
cluding hospital insurance; contract medicine, etc. 

(4) An integrated plan of private practice in 
connection with an evolutionary development of 
present forms of governmental functioning in the 


*Fifth in a series of six articles reviewing sections of 
the American Foundation’s recently published report 
“American Medicine—Expert Testimony Out of Court.” 


control of diseases, the provision of public health 
services and medical care; this “solution” is de- 
scribed by medical men in the report in a concrete 
chapter entitled Limited State Medicine and Private 
Practice. 

Obviously in this brief article it is possible to 
deal only sketchily with each of the “solutions” 
indicated : 


1. County AND COMMUNITY EXPERIMENTS 

Publications of the American Medical Association 
have impressed many medical men throughout the 
country with the idea that the solution of the medico- 
economic problems of the present is to be found 
in one or another of the various county and com- 
munity “plans” (sometimes given as 167, sometimes 
as 200, etc.) that have been put into operation, or 
agitated, in various places throughout the country, 
with county or state medical societies sometimes as 
the initiating, sometimes as a cooperating group. 
Some of these plans have reference only to the in- 
digent. Others are designed to provide the mechan- 
ism for lower cost care for all groups of the popu- 
lation in the given community, particularly, of 
course, the low income group. 

Some of the plans owe their existence to the de- 
pression. With millions on relief, others unemployed 
but not on relief, and millions more on sharply re- 
duced incomes—all more likely to be ill than before 
because of lack of adequate food, shelter and cloth- 
ing, and also because of worry and chagrin—it was 
natural that many communities were faced with a 
sharp challenge because of the inadequacy of pre- 
vious arrangements for aid. Many communities 
thus became aware for the first time of the serious- 
ness of the question of providing medical care for 
those who cannot easily pay for it. The experiments 
and plans described in this section, therefore, in- 
clude a great many “relief” projects, some of which 
were temporary, passing away when special funds 
were withdrawn,—others of which have survived 
because they were based upon principles that seemed 
to meet the needs of the community; the chapter in- 
cludes also a number of plans that had nothing to 
do with the depression and that had indeed been 
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started years before the depression began. Medical 
men in many parts of the country have been led to 
believe that out of these plans and experiments will 
emerge a “master plan” that will answer all prob- 
lems, and will, with local variations, be operable 
anywhere. 

But this expectation is not supported by the weight 
of opinion in this report. It is true that the New 
Jersey State Medical Society in an official “reply” 
for use in “American Medicine” set forth the view 
that the Washington, D. C., plan is the “answer.” 
We single out that plan for comment here and be- 
cause it seems to us better than some other local 
experiments—indeed it may not be so good—but be- 
cause it has been widely publicized and because a 
number of medical men throughout the country, as 
“American Medicine” shows, mention it hopefully. 

The Washington plan involves the principle of 
post-payment of a reduced fee, the amount of which 
has been agreed upon in advance by doctor and 
patient on the basis of an investigation made by 
the Bureau with the cooperation of banks and other 
community agencies. Obviously the plan does not 
take the indigent into account, since the indigent 


cannot pay even a reduced fee. This fact is said to 
be well recognized by the Washington committees 
interested in the plan, and they are hoping to de- 
velop it so that it will include provision for service 
tothe indigent. The plan has been adopted—usually 


with some modification—in several states. An 
adaptation of it is being tried in St. Louis. A mem- 
ber of the American Surgical Association there 
makes this comment: 

“The growth of this plan on a firm basis will be 
slower here than in Washington for two reasons: 
The high percentage of government salaried people 
in Washington gives a wider need for this plan there 
than in this city, and we are sufficiently far west to 
have regimentation or bracketing of any kind re- 
garded a little more askance than it would be in the 
older communities.” 

The plan was also given a trial in Baltimore, but 
certain correspondents in “American Medicine” 
state that the Baltimore Bureau was discontinued 
as of December 31, 1936. It should be said that 
the failure of the Bureau in Baltimore is not in- 
terpreted by all concerned as evidence of deficiency 
in the plan itself. One of the Baltimore organizers 
writes : 

“The reasons were that the initial management was 
faulty in not keeping expenditures within the limits 
of the resources available. The result of this was 
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that in the first few months of its existence the Bureau 
accumulated an overhead charge and a deficit which 
was only cleared up by a number of directors con- 
tributing voluntarily to liquidate the debt. A con- 
tributing factor of the failure of the plan was the 
lack of general support and interest shown by the 
profession in Baltimore City. The services offered 
by the Bureau were utilized by only a small number of 
men, less than 15 per cent of the total membership of 
the Society. . . . Many of us still think that the 
scheme is sound.” 

A number of other medical service bureaus, on the 
prepayment or the post-payment principle, are rather 
fully analyzed in “American Medicine.” On the 
whole, however, the contributors to ‘American 
Medicine” seem to feel that while these “plans” in- 
dicate an earnest desire on the part of the medical 
profession to cooperate with the authorities in making 
medical care available, most of the plans, by their 
stress on the patient’s ability or inability to pay 
and on the method of collecting the fees, have tended 
to revolve around the procedure instead of the sub- 
stance of medical care. In other words they have 
not taken into account the fact that in most cases 
what is needed is new money and not a new pro- 
cedure for spending or collecting funds that do not 
exist. The editor of the present report puts it thus 
at the conclusion of this chapter on experimentation: 
“Both the general public and some of the medical 
profession are beginning to feel that the issues can 
be met only by Planning rather than by A Plan.” 


2. STATE MEDICINE 


“American Medicine’ repeatedly makes the point 
that the failure to define the term “state medicine” 
is responsible for the superficialty and the futility 
of most of the discussion in the past few years on 
the problem of organizing medical care. Clearly 
there can be no intelligent argument between those 
that define “state medicine” as government paid 
and controlled doctors, and those that define state 
medicine as what we already have in the way of 
federal, state and local public health departments 
and as governmental care of the insane, the tuber- 
culous, etc. 

By a curious contradiction, as “American Medi- 
cine” points out, those that protest most loudly 
against state medicine in general are often those 
most eager to have the state undertake a certain 
particular further responsibility. Paying doctors for 
the care of the indigent is state medicine. Using the 
facilities of tax-supported laboratories at cost price 
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is state medicine. Yet these and other forms of gov- 
ernment functioning are welcomed and advocated 
by some of the very medical men who make speeches 
against “state medicine” or write articles and edi- 
torials against it in state medical journals. So far as 
the discussion in the immediately following para- 
graphs go, we are dealing with state medicine in 
the thorough-going or Soviet sense, understanding it 
to mean government paid doctors under government 
control. Later in the article, a discussion of the 
final chapter of “American Medicine”—‘Limited 
State Medicine and Private Practice’”—makes it 
necessary to bear in mind the distinction between 
state medicine in the thorough-going sense and state 
medicine as applied to the government functioning 
we already have. The distinction, as the report 
points out, is analogous to the distinction between 
exclusive government ownership and operation of 
public utilities, and government regulation of them 
under private ownership. 


The writers in “American Medicine” that discuss 
state medicine in the thorough-going sense, are not 
exceedingly numerous. The case, pro and con, how- 
ever, is put adequately. Typical of the arguments 
against state medicine in the thorough-going sense 
are the following, the first from a southern surgeon, 
FACS: 


“The administration of medical care by non-medical 
men is a travesty on the efficiency of those who are 
supposed to know medicine; unless great care is 
practiced in this new set-up it will become a second 
rate medico-political machine, and instead of ad- 
vancing the interest primarily of the indigent sick it 
will become honeycombed with the selfish ambitions 
of tricky politicians, with consequent suffering by those 
who really need help.” 

And the second from a general practitioner in 
Chicago: 

“I believe that the State should not provide per- 
sonal medical services to individuals who are able to 
pay, unless at the same time the State is ready to 
provide food, shelter, automobiles and radios to this 
same group of people.” 

The pro arguments include the following, from 
the chairman of the medical board of a New York 


State hospital: 

“I visualize medicine not as a commodity but as a 
service to which, in civilized countries, every mem- 
ber of the public is entitled. ... 

“There can be no choice in the quality of medical 
service. The public should get the best medical at- 
tention no matter what the economic circumstances 
of the patient are... .” 
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And from a professor of medicine in an approved 
medical school in the south, physician in chief of 
the associated hospital, FACP: 

“There are no half-way solutions. It is impossible 
to draw a line at which it may be decided which pa- 
tients should receive attention as a matter of public 
duty. 

“There is no distinction between private health and 
public health matters. They are both a matter of 
public concern.” 


3. HEALTH INSURANCE 


Sickness insurance, as the report points out, would 
be a more apt name. Some writers indeed who dis- 
cuss, philosophically, the applicability of the prin- 
ciple of insurance to the field of health, testify to 
a prejudice against insurance. because it seems to 
them to stress “accommodations for more illness” 
rather than the possibilities of health and the means 
of achieving it. They feel that insurance leads the 
public mind to dwell upon illness and the ways of 
paying for it, and that a nation-wide scheme built 
upon this principle militates against the possibilities 
of preventive medicine and emphasis upon “positive 
health.” 

Some writers in “American Medicine” discuss 
voluntary insurance, some compulSory, some speak 
only of hospital insurance. Some tell their experi- 
ence with the older forms of prepayment for med- 
ical care, contract practice. Some assert that health 
insurance is inevitably here, others that it is im- 
possible. Some persons have long maintained that 
it is deplorable that the United States has never fol- 
lowed the example of Great Britain and other 
countries in installing a compulsory insurance sys- 
tem by which persons with low wages can get 
medical care, paid for out of a fund made up of 
deductions from the worker’s pay plus contributions 
from the employer and from the government. Others 
insist that such a system is not needed here, is not 
wanted here, and is not suited to our temperament 
and our institutions. 

This point is particularly made of compulsory 
insurance, frequently referred to by contributors to 
“American Medicine” as “un-American.” Yet 4 
good many of those that express a preference for 
voluntary insurance admit that it will not be effec- 
tive since, they feel, those that need insurance most 
will not take it without compulsion, and also since 
insurance has no reference to the needs of the in- 
digent, who cannot pay insurance premiums. 
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There is a discussion of group insurance through 
the commercial insurance companies and of group 


insurance under control of county medical societies.’ 


Most of the writers in the group discussing this 
subject can see no danger to private practice in the 
latter plan. A number of them feel that the organ- 
ization of any insurance system should not be left 
to commercial companies, but should be devised by 
the medical profession. 


HospitaL INSURANCE 


There is a particularly comprehensive discussion 
of hospital insurance, following naturally from the 
extraordinary extension of the expedient during the 
past few years. It is recognized that hospital in- 
surance has had a great appeal to hospital trustees 
and managements because it seems to meet the finan- 
cial problem of hospitals in the red, by providing 
new money where none existed before. It appeals 
to the low income group, notably to the white collar 
worker, who reasons that his salary will not meet 
the cost of operations or hospitalization. It appeals 
to doctors, who hope that if the hospital fee is taken 
care of by insurance, the patient may wangle the 
doctor’s fee. 


A number of writers in “American Medicine,” 
however, point out that this three-fold appeal is 
nevertheless not evidence that hospital insurance is 
the soundest way of meeting present problems. A 
number of writers indeed emphasize their belief that 
hospital insurance is at best only a partial solution 
of only one factor in the problem. Many fear that 
a superficial satisfaction with hospital insurance will 
tend to postpone the more permanent remedy, which 
they consider to be tax support to hospitals on the 
condition that hospitals make their services available 
free to the indigent and at greatly reduced prices to 
the low income group. 


Of the discussion of insurance in general in 
“American Medicine,” it can be fairly said that 
while there is much support for various forms of 


it, the weight of opinion seems to be that the answer 


to present problems certainly does not lie in insur- 
ance alone. 
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4. LIMITED STATE MEDICINE AND PRIVATE PRACTICE 


The significance of the final chapter of “American 
Medicine” lies in the fact that it collects the views 
of the very considerable group of medical men that 
believe that present problems will best be met, not 
by state medicine in the Soviet sense, not by insur- 
ance, not by a “master plan,” but rather by a com- 
bination of “limited state medicine,’”—a distinct 
but evolutionary increase in the present participation 
of present governmental functioning—integrated 
with private practice. 

The most important recommendations in this con- 
nection, aside from the obvious recommendation for 
extension of the present public health services, fed- 
eral, state and local are: 


the recognition of governmental responsibility for 
the care of the indigent sick, meaning the legally 
indigent; and, in the view of a considerable number, 
an extension of this service to the medically indigent, 
or the low income group; 

the extension of the list of diseases endowed with 
a public interest to include not only mental disease, 
tuberculosis, but also syphilis, cancer, and, some 
writers urge, pneumonia, the cardiac group, arthritis, 
and other diseases recognized to have social impor- 
tance because they are a menace to society, or because 
they are responsible for the unproductivity of so many 
workers, or because they involve treatment so lengthy 
and expensive that individual resources cannot man- 
age it; 

the “socialization” of laboratory service, i. e., exten- 
sion of the facilities of tax-supported laboratories or 
of hospital laboratories under government subsidy, 
in order that the aids to diagnosis may be available 
to practitioners generally and thereby to their pa- 
tients at low units of cost, and free to the indigent; 
the allocation of tax funds to voluntary hospitals in 
direct proportion to the amount of care rendered to 
the legally indigent or the medically indigent ; 
assumption of greater responsibility for the training 
and the qualification of medical men; 

government support of research as a practical con- 
dition of high-grade medical service; 

and allied suggestions. 


Those that feel the solution of present problems 
lies in this integrated system of public health service 
and private practice believe that only by a cooper- 
ative attack on the part of public health agencies and 
medical men can both preventive and curative medi- 
cine be brought to their potential development. 
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Reports for Sixty-eighth Annual Session 
of the 


Medical Society of Virginia 


The Council 


Minutes of the winter meeting of the Council appeared 
in the March, 1937, issue of the MONTHLY, on pages 753- 
755. 


Report of Executive Secretary-Treasurer 


To THE PRESIDENT AND MEMBERS OF THE HOUSE OF DELE- 
GATES: 

During the past year, subjects considered at the last 
meeting of the House have received attention, and the com- 
mittees appointed by our President have been active as 
their excellent reports in this issue of the MONTHLY in- 
dicate. These include not only the standing Committees 
but also a number of others which seemed necessary for 
special work. Owing to the death of Dr. J. Allison Hodges, 
chairman of the Advisory Council to the Woman's Auxil- 
iary, Dr. Fletcher J. Wright, a member of this committee, 
was named chairman, and Dr. James B. Stone was ap- 
pointed a new member. 

Mr. George B. Zehmer, executive secretary of the De- 
partment cf Clinical and Medical Education, has returned 
from a year’s study abroad and has resumed the work 
which was continued so excellently by Mr. J. A. Rorer dur- 
ing his absence. 

The President appointed Dr. J. W. Preston, of Roanoke, 
to represent this Society at the Virginia State-wide Safety 
Conference held in that city in May, and also, in accord- 
ance with motion by the Council at its winter meeting, 
appointed Dr. C. B. Bowyer, Dr. J. E. Knight, and Dr. 
J. E. Rawls as a committee to make a study of the ques- 
tion of the interrelationship of membership in the county, 
State, and national organizations, and requested them to 
report on this at the Council meeting in Roanoke. 

As directed at the last meeting of the Society, charter 
was issued the Fourth District Medical Society, replacing 
the former Post-Graduate Medical Society of Southern 
Virginia. The new organization absorbed several addi- 
tional units already chartered independently—Amelia, 
Buckingham, Cumberland, Mecklenburg, Powhatan, and 
Prince Edward—and added Appomattox County which 
was not previously organized. Investigation showed that 
Franklin County, which had previously been reported with 
the Roanoke Academy of Medicine, was not chartered and 
it is therefore dropped from the list of organized coun- 
ties. With these changes, the chartered societies now 
number forty-seven, including ninety counties and one 
city. 

At the Atlantic City meeting of the American Medical 
Association, we were represented by Drs. J. C. Flippin 
and Walter B. Martin, regularly elected delegates, and 


Dr. Wyndham B. Blanton who kindly consented to serye 
as an alternate when Dr. Clarkson was taken sick at the 
last minute and no regular alternate could arrange to at- 
tend. 

Again we call attention to the fact that the publishers 
have only a limited supply of the three volumes of the 
History of Medicine in Virginia and will publish no further 
editions, so members interested should purchase copies 
promptly. 

Our General Assembly is to meet this winter and, while 
the Society has not yet been asked to sponsor any bill, 
some matter may arise in which we are interested. In 
such event, we wish to ask the cooperation of the in- 
dividual doctors as well as the component organizations, 
for only by united effort may we succeed. 

The finances of the Society are in good shape as will 
be shown by the auditor’s report to appear with the minutes 
of this meeting. We have received several additional 
small payments on the $1,000 bond held in trust since the 
depression, leaving only a balance of $100 now due. The 
government bonds reported at the last meeting are still 
intact. 

We are greatly indebted to officers of component so- 
cieties and a number of individual members for their 
efficient cooperation in connection with the activities at 
headquarters and count on your continued interest and 
help. 

Acnes Epwarps, 
Executive Secretary-Treasurer. 


Report of the Delegates to the American 
Medical Association 

So many subjects of significance came up before the 
House of Delegates of the American Medical Association 
for discussion and action that it is impossible in a brief 
report to more than touch on the important ones. It is 
suggested that every member of our Society read care- 
fully the report of the House of Delegates, as published in 
the Journal of the A. M. A., issues of June 19-and June 26. 

Various resolutions were introduced dealing with dif- 
ferent phases of medical economics and with the impinge 
ment of Governmental action on the practice of medicine. 
Senator James Hamilton Lewis addressed the House of 
Delegates, advocating a plan of Federal care of the in- 
digent sick. This plan is dealt with elsewhere by the 
Committze on Medical Economics. The House of Dele- 
gates moved to cooperate with all Governmental agencies, 
when requested, in working out plans for the care of the 
indigent sick. 
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Of especial interest was the action of the House of 
Delegates on the: question of contraception. Apparently 
this action has been somewhat misunderstood. The Com- 
mittee presenting the report took the position that con- 
traception is a matter between the individual physician 
and his patient and that it should be handled through regu- 
lar medical clinics, as any other medical problem. The 
report favored the investigation by competent agencies 
of various materials and devices used as contraceptives. 
to determine their effectiveness and their physiological 
effect. It further advocated proper instruction in medical 
schools on subjects related to fertility and sterility. 

Resolutions introduced by the New York delegates, 
proposing a National Health Program, were referred to 
the Board of Trustees for study. 

Action was taken on establishing an annual distinguished 
service award. 

Approval was given of the campaign being carried on 
by the United States Public Health Service against syphilis. 

The indiscriminate and uncontrolled sale of barbitu- 
rates was condemned. 

Of great value was the report of the Committee on 
medico-lezgal blood grouping tests. This report is an ex- 
cellent review of our knowledge on the subject. The 
Committee recommended that, where necessary, laws 
should be passed which would authorize courts to order 
blood-grouping tests in cases of disputed parentage, and 
to receive the reports of such tests in evidence. 

Numerous other matters came up for discussion in the 
House of Delegates and it was necessary to hold a number 
of special meetings, in addition to the regular sessions. 
We again refer you to the published report of these meet- 
ings, which we believe deserve carefully study. 

J. C. Fiippin, 

WALTER B. Martin, 
Delegates. 

WynbHAM B. BLANTON, 
Alternate. 


Report of Publication and Program Committee 


The Publication and Program Committee of the Med- 
ical Society of Virginia has held its usual two meetings 
during the year for the arrangement of the annual pro- 
gram and for the discussion of the affairs of the Vir- 
GINIA MepicaL MonTHLY. ‘The program for this year rep- 
resents one departure from the usual procedure, namely, 
the institution of round-table discussion in place of a 
symposium. This innovation has already received favor- 
able comment, and it is hoped that it may prove an in- 
teresting feature of the meeting. 

WynouHaM B. BLAnton, Chairman. 


Report of the Committee on Scientific Exhibits 
and Clinics 
To THE PRESIDENT AND MEMBERS OF THE House OF DELE- 
GATES: 
We wish to report that your Committee on Scientific 
Exhibits and Clinics has been active during the past year 
and takes pride in the quality and the number of scien- 
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tific exhibits which have been secured for the 1937 meet- 
ing in Roanoke. 

We feel safe in saying that no greater interest in scien- 
tific exhibits has been shown at any time on the part of 
the membership of the Society than for this meeting, and 
we sincerely hope a standard will be set that will not be 
lessened in future years. 

We take pleasure in reporting that the Roanoke Acad- 
emy of Medicine has arranged an outstanding clinic pro- 
gram for Tuesday, October 12th, at 2:30 P. M., in the 
ballroom of the Hotel Patrick Henry. Dr. Frank H. Lahey, 
of the Lahey Clinic, Boston, Mass., will present the sub- 
ject, “Thyroid Disease,” and Dr. W. McK. Craig, of the 
Mayo Clinic, Rochester, Minn., will present the subject, 
“Hypertension and Its Surgical Treatment,” which will 
be illustrated by moving pictures. 

We are indebted to the scientific exhibit committeeman 
of the Roanoke Academy of Medicine, Dr. W. W. S. 
Butler, Jr., for his helpfulness in arranging space for the 
exhibits. The Society appropriation of $75.00, will not 
be enough to cover the expenses in arranging facilities 
to show the exhibits. We recommend that the Council 
authorize a deficiency expenditure to reimburse the Roa- 
ncke Academy of Medicine for their additional expendi- 
ture in connection with these exhibits, which will be about 
$50.00. 

We recommend that the forms and other materials which 
have been purchased to arrange the exhibits be stored at 
the Society headquarters in Richmond which could be 
used in arranging for future scientific exhibits, thereby 
effecting a considerable saving in future years. 

We wish to report the following exhibits: 

1. “Studies in Spinal Fluid Pressure,’ by Drs. E. P. 
Lehman and W. H. Parker, University of Virginia. 

. “New Methods of Culture of and Comparison with the 
Standard Methods of Culture for Tubercle Bacilli,” 
by Dr. Geo. B. Lawson, Roanoke, Va., and A. W. 
Bengston, Catawba Sanatorium. 

. “Pneumonia Control,” by Dr. Russell Cecil, New York 
and Dr. Dublin and Dr. Armstrong of the Metro- 
politan Life Insurance Company, New York. 

. “Foreign Bodies in the Air and Food Passages,” and 
“Plastic Work of the Face and Head,” by Dr. E. G. 
Gill, Roanoke, Va. 

. “A Report on 24,000 Wassermann Tests Done at the 
Jefferson Hospital During the Past Fifteen Years,” 
by Dr. K. T. Redfield, Roanoke, Va. 


. “Analysis of Cases Treated by Fever Therapy with 
Display of Apparatus Used,” by Dr. James King, St. 
Albans Sanatorium, Radford, Va. 

. “Some Common Surgical Conditions of the Colon, 
Rectum, and Anus,” by Dr. Joseph Horgan, Washing- 
ton, D. C. 

. “Cancer of the Breast, Shown in Color by Moving 
Pictures,” by Dr. Hugh H. Trout, Roanoke, Va. 

. “Demonstration of Dark Field Examinations for Pri- 
mary Syphilis,” by Virginia State Health Department. 

. “Exhibits From the Art Department and the Pathology 
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Department of Stuart Circle Hospital,” by Dr. Regena 
C. Beck, Richmond, Va. 

: “Exhibit Demonstrating Usefulness of Official Drugs,” 
prepared by Dr. E. Fullerton Cook, Secretary of the 
Revision Committee of the U. S. Pharmacopeia, and 
presented by Dr. H. B. Haag, Medical College of 
Virginia. 

. “Prostatic Hypertrophy,” by Dr. Austin I. Dodson, 
Richmond, Va. 

Respectfully submitted, 
J. D. Wituts, Chairman, 
W. Amsrose McGEE, 
Sraice D. BLACKForD. 


Report of the Department of Clinical and 
Medical Education 


The work of the Department has been confined almost 
entirely to postgraduate courses in Obstetrics and Gyne- 
cology, and Pediatrics. Dr. L. L. Shamburger has served 
as clinician in Obstetrics and Gynecology since July 1, 
1936, while Dr. Jay M. Arena has served as clinician in 
Pediatrics since October 1, 1936. Dr. Arena has sub- 
mitted his resignation to take effect on September 1, 1937, 
in order to accept an appointment as Associate Professor 
of Pediatrics at the Duke University Medical School. 


OBSTETRICS AND GYNECOLOGY: 

A full report on the courses of Obstetrics is attached. 
It will be noted that 139 meetings have been held with 
a total attendance of 749 and an average of 5.4 per meet- 
ing. There were 257 different doctors reached by the 
courses. The reports on the number of visits, consulta- 
tions and clinics are not complete and therefore the figures 
here given are inadequate. It is regrettable that the at- 
tendance at meetings is so small. Some consolation, how- 
ever, is found in the fact that by holding meetings for 
only a few doctors in rural areas many are reached who 
would not be if courses were held only where large at- 
tendance could be gotten. 

It has been the custom to send a questionnaire to each 
doctor attending a course. The results are shown in the 
report. It will be noted that in general the lectures and 
clinics are reported as being excellent or good. There 
is a feeling that the course is perhaps too short. Con- 
sultations are considered desirable and usually very suc- 
cessful. In nearly every case tne doctor considers the 
course worth the time and money spent. The most valu- 
able features of the courses are consultations and visits, 
clinics, and films and pictures. The most serious weakness 
continues to be the lack of clinical material. The most 
frequent suggestions for improvement are to have more 
clinical material, longer courses and better publicity and 
local arrangements. Other courses desired are Pediatrics, 
General Medicine, and more Gynecology. 

Forty-six counties have been covered by these courses. 
At present Dr. Shamburger is holding a course with Dr. 
Arena in the southwestern part of the State in the Coun- 
ties of Washington, Smyth, Wythe, Grayson, ,and Carroll. 
The meetings are being held at Abingdon, Marion, 
Wytheville, and Galax. 
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PEDIATRICS: 

The attached report on Pediatrics shows 283 doctors 
attended 119 meetings with a total attendance of 972 and 
an average attendance of 8.4. Dr. Arena made 930 visits, 
held 464 consultations and twenty-five clinics. This work 
covered twenty-nine counties. Dr. Arena is now ending 
his service by conducting a joint course with Dr. Sham- 
burger in the southwestern part of the State. 

The questionnaire returns indicate that the lectures in 
Pediatrics were generally considered excellent or good. 
Very few clinics were held. The course is considered too 
short by a considerable number but just right by a smaller 
number of those reporting. Consultations were generally 
considered desirable and successful. The course was in 
nearly all cases considered worth the time and money 
spent. 

The most valuable features were discussions, consulta- 
tions and visits, lectures and new methods presented. The 
greatest weaknesses were lack of clinical material and the 
shortness of the course. Suggestions for improvement in- 
clude: more clinical material and a longer course. Other 
courses suggested are: Dermatology, more Pediatrics, 
Obstetrics, and General Medicine. 


MepIcAL ScHooL CLINICS: 

In accordance with past practices, postgraduate clinics 
were conducted in cooperation with the Department of 
Clinical and Medical Education, at the two Virginia 
Medical Schools. One clinic was held at the Medical 
College of Virginia and two at the University of Virginia 
Department of Medicine. A full report on the program 
and the doctors attending the clinic conducted at the 
Medical College of Virginia was given in the May issue 
of the VirciInIA MepicAL MontHLy. Full reports on the 
clinics held at the University of Virginia, Department of 
Medicine, were given in the December and June issues of 
the MonTHLy. These reports indicated the continued and 
growing interests in this form of postgraduate education 
and reflected a marked increase in attendance. The De- 
partment wishes to take this opportunity again to thank 
the Medical Schools for their active participation in the 
Society’s program of postgraduate education, and to ex- 
press the hope that they will continue to render this form 
of service, increasing and extending it wherever prac- 
tical. 


MISCELLANEOUS: 

The Department received during the year the resigna- 
tion of Dr. Jay M. Arena who had acted as postgraduate 
clinician in Pediatrics. Dr. Arena resigned to accept an 
appointment in the Medical School of Duke University. 
After careful consideration Dr. Robert B. Hightower, 
who is well-known to many Virginians, and who is now 
affiliated with the Harvard Medical School, was elected to 
continue the postgraduate work in Pediatrics. Dr. L. L. 
Shamburger continues to act as graduate instructor in 
Obstetrics and Gynecology. The Department recognizes 
the devotion to the cause and the high quality of instruc- 
tion rendered by both Dr. Arena and Dr. Shamburger. 

It is understood that funds from the Children’s Bureau 
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of the United States Department of Labor will continue 
to be available through the State Department of Health 
to cover the salary and traveling expenses of clinicians in 
pediatrics and obstetrics, and the Department whole- 
heartedly recommends that the Society continue the co- 
operation with the State Department of Health and there- 
by carry forward its program of graduate instruction in 
these special fields. 

The Department continues to receive numerous requests 
from the physicians throughout the State for courses in 
General Medicine and in subjects other than those in Ob- 
stetrics and Pediatrics. To meet this demand, the De- 
partment recommends that the Society increase its annual 
appropriation to the Department of Clinical and Medical 
Education from $500 to $750 and that the $250 increase 
be used for the purpose of conducting several courses in 
new fields of interests in strategic sections of the State. 
For these special courses, an attendance fee of from $5.00 
to $10.00 will be charged. The additional income from 
fees plus the $250 requested from the Society will be suffi- 
cient to cover the cost of these new courses during an 
experimental period. 


FINANCIAL REPORT: 

The financial report, in some detail, is given below. 
It will be observed from this report that the total receipts 
for the year amount to -$1,522.82. Expenditures were 
$1,433.35, leaving a balance of $89.47. There is an item- 
ized account of the payments made on June 15th and 
June 29th to the Extension Division covering amounts 
paid by the Division for travel, printing, etc. It will 
also be noted that of the $500.00 appropriated by the 
Medical Society of Virginia, $410.00 was paid direct to 
the Department of Clinical and Medical Education and 
$90.00 direct to Mr. J. N. G. Finley for his services as 
class organizer in the month of May. 


SUPPLEMENT 

The following was submitted at the meeting of this 
Department, August 23, 1937, and approved by all mem- 
bers present: 

That the Medical Society of Virginia be asked to re-. 
quest the two medical schools to undertake Post-Graduate 
Medical Instruction, not only at the institutions, but also 
through extension courses throughout the State. 

The question of Sex Education in the Public Schools, 
brought up at the February meeting, and referred to a 
sub-committee to confer with the State Superintendent of 
Public Instruction, reported that as yet nothing had been 
accomplished, but that the question would be taken up 
with him again. 


Committee: 
P. St. L. Moncure, Chairman, 
GeorcE B. ZEHMER, Executive Secretary, 
LEE SuTTON, 
J. C. Fiippin, 
Joun R. HAMILTON, 
I. C. RIGGIN, 
G. M. Narr. 
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FINANCIAL STATEMENT 
September 4, 1936—August 21, 1937 
RECEIPTS 
Balance on hand, September 4, 1936____ $402.82 


Fees received to date 710.00 
Appropriation from Medical Society of 
410.00 
~ $1,522.82 
DIsBURSEMENTS 
1936 
Dec. 1—E. L. Woolfolk (salary) ----_- $ 90.00 


Dec. 8—Dr. Charles Savage (refund)__ 2.50 
1937 

Jan. 1—E. L. Woolfolk (salary) --_--__ 

Jan. 9—Tax on three checks___________ .06 


Feb. 1—J. N. G. Finley (salary) —--_-__- 90.00 
Mar. 1—J. N. G. Finley (salary) _______ 90.00 
Apr. 1—J. N. G. Finley (salary) -----__ 90.00 
May 1—J. N. G. Finley (salary) ----_-_ 90.00 


Telegram—Dr. Flippin .78 
June 1—(J. N. G. Finley was paid $90.00 

this month directly by Medical So- 

ciety of Virginia). 


June 15—Extension Division___________ 324.40 

June 29—Extension Division___________ 475.61 

July 1—J. N. G. Finley (salary) ---_-__ 90.00 
Total Disbursements $1,433.35 
Balance on hand, August 21, 1937_________- $ 89.47 


ITEMIZED STATEMENT OF EXPENDITURES 
September 4, 1936—August 21, 1937 
Traveling Expenses of Class Organizers: 
1936 
9/17- 9/21: Trip: J. A. Rorer, to Lynchburg, Roa- 
noke, Bristol, Lebanon, Pennington 
Gap, Big Stone Gap, and Norton__.._ $46.28 
9/24- 9/25: Trip: J. A. Rorer, to Wytheville____ 19.05 


10/13- : Trip: J. A. Rorer, to Staunton_______ 3.38 

10/29-11/4 : Trip E. L. Woolfolk, to Buchanan 
Dickenson, Tazewell, and Russell 

10/29-11/2 : Trip: J. A. Rorer, to Buchanan, 
Dickenson, Tazewell, and Russell 


10/19-10/20: Trip: J. A. Rorer, to Nelson County__ 10.20 
10/21- : Trip: J. A. Rorer, to Orange County. 5.12 
10/22- : Trip: J. A. Rorer, to Montross____~- 8.88 
11/27-11/29: Trip: J. A. Rorer, to Suffolk, Nanse- 

mond and Isle of Wight Counties__._ 28.15 
11/13-11/14: Trip: J. A. Rorer, to Washington___ 8.92 
12/12-12/22: Trip: J. A. Rorer, to Roanoke, Frank- 


lin, and Bedford Counties___--____-_ 18.40 
12/28-12/29: Trip: J. A. Rorer, to Petersburg -_--_- 12.95 
1937 
1/2 - 1/3 : Trip: J. N. G. Finley, to Prince George, 
Surry, and Dinwiddie Counties 17.63 
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: Trip: J. N. G. Finley, to Bedford and 5/17- 5/18: Trip: J. N. G. Finley, to Southampton, 

: Franklin Counties 13.10 Greensville, Brunswick, and Meck- 
Trip: J. N. G. Finley, to Pittsylvania, lenburg Counties -~ 14.26 
Patrick, and Henry Counties 24.80 

: Trip: J. N. G. Finley, to Pittsylvania, 
Patrick, and Henry Counties_____.__ 18.80 

: Trip: J. N. G. Finley, to Northern Neck 
and Mid-Tidewater 15.30 

: Trip: J. A. Rorer, to Richmond 5.65 
Trip: J. N. G. Finley, to Northern Neck 
and Tidewater _ 22.30 

: Trip: J. N. G. Finley, to Louisa and 
Hanover Counties 

: Trip: J. N. G. Finley, to Yorktown 
Peninsula 

: Trip: J. N. G. Finley, to Richmond, 
Louisa and Caroline Counties 

: Trip: J. N. G. Finley, to Richmond and 
Toano __- 

: Trip: J. N. G. Finley, to Campbell 2,000 Registration Cards 
County saith 2,000 Reminder Cards 


3/19- : Trip: J. N. G. Finley, to Rockingham 4,000“ 
County 1,000 Envelopes 


3/23- : Trip: J. N. G. Finley, to Buckingham Envelopes and letterheads 


Printing: 
Announcements: 
Obstetrics, Circuit 


Total Printi 
3/24- : Trip: J. N. G. Finley, to Buckingham or cane 


County Miscellaneous: 
3/26- 3/27: Trip: J. A. Rorer, to Yorktown Penin- Telephone and Telegraph 


Postage 


3/27- 3/28: Trip: J. N. G. Finley, to Alleghany, 
Bath, and Rockingham Counties 
4/12- 4/14: Trip: J. N. G. Finley, to Yorktown Total Miscellaneous ___________ _ $129.60 
Peninsula and Norfolk 
4/18- 4/18: Trip: J. N. G. Finley, to Norfolk and Summary: 
Portsmouth Travel 
5/10- 5/11: Trip: J. N. G. Finley, to Alleghany, Printing 
Bath, and Rockingham Counties ls Miscellaneous 


OssTETRICS AND GYNECOLOGY 
(Cumulative Record) 
No. Attend- 
Attend- No. ance 
Circuit ing Meetings Total Av. Visits tations Clinics 
Suffolk and Nansemond Exploratory Period 45 11 
Halifax, Brunswick, Greensville 29 6.0 50 46 
Lee, Wise, Scott 18 4.5E 


Russell, Dickenson, Buchanan, 
Tazewell 20 4.7 


Petersburg, Dinwiddie, Southampton. 1V 39 8.3 
Mid-Tidewater, Northern Neck 28 5.2 
Louisa, Buckingham, Church Hill, 

Caroline 
Norfolk, Newport News, Williamsburg VII 
Alleghany, Bath, Rockbridge 


Farmville, Charlotte Court House, 
Blackstone 


Totals __ 
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Circuit 

Nelson, Orange, and Vicinity I 
Suffolk, Nansemond, Isle of Wight-_ II 
Roanoke, Bedford, Franklin Ill 
Pittsylvania, Danville, Martinsville__ IV 
Lynchburg, Campbell 
Albemarle, Augusta, Rockingham__-_ VI 
Southampton, Greensville, Northern 

Neck 
Winchester, Woodstock, Front Royal_VIII 


Totals 


Report of the Committee on Legislation 


To THE PRESENT AND MEMBERS OF THE House OF DELE- 
GATES: 

No special work has come up for the attention of our 
Committee during the past year. The Chairman has been 
called in consultation by the President, Dr. Hutcheson, in 
regard to several matters of national interest, but it was 
felt that no action need be taken on these. 

H. U. STEPHENSON, Chairman. 


Report of the Committee on Medical Economics 
Two questions were referred to the Committee on Med- 

ical Economics by the last House of Delegates. One other 

matter was referred to the Committee during the year. 

The Committee held a meeting at 11:00 A. M., May 21, 
1937, at Charlottesville. Those present were Dr. A. F. 
Robertson of Staunton and Dr. W. B. Martin of Norfolk. 
Notification of the meeting was sent to various individuals 
concerned in the matters referred to the Committee. 

The first question considered was the resolution referred 
to it relative to the endorsement by the Medical Society 
of Virginia of a proposed bill to be introduced into the 
next General Assembly seeking relief from State and 
local taxes of private hospitals. A letter was presented 
from Dr. A. M. Showalter, proponent of the resolution, 
stating that, since considerable opposition had arisen 
within the hospital group itself, he was not prepared to 
further urge the resolution. Your Committee felt that in 
consequence of this, no action should be taken by the 
House of Delegates of the Medical Society of Virginia 
until such time as the several hospitals can agree upon a 
program. We therefore recommend that this question be 
dropped for the present. 

Your Committee was further directed to investigate the 
rates charged for insurance for malpractice in this State, 
and to advise the Society as to their opinion as to the 
fairness of these rates. Dr. W. W. Wilkinson, the pro- 
ponent of this resolution, was unable to be present at 
the meeting of the Committee. 

There are two companies engaged in writing insurance 
of this type in the State, one a mutual company, the other 
a stock company. The Aetna Life Insurance Company 
now charges a rate of $25.00 for single policies all over 
the State, and $17.50 on a group basis. The Lumbermen’s 
Mutual Casualty Company offers a rate that varies some- 
what, depending on special risks. For general practi- 
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tioners not using X-ray, ultra-violet ray, or mechanical 
equipment involving special risk, the annual premium 
rate is $16.00, subject to their annual dividend, which last 
year, was 20 per cent. This would make the net rate for 
general practitioners $12.80. There is a somewhat higher 
rate for men using X-ray or other mechanical equipment. 
Your Committee feels that with two companies engaged 
in writing this class of insurance, the premium will be 
adjusted on a competitive basis and that the opportunity 
now exists for the general practitioner to secure protec- 
tion at a reasonable cost. 

The third question referred to the Committee was one 
of general interest, but involves matters beyond the power 
of the Committee to solve. It was brought to our atten- 
tion by a letter from Dr. W. A. Plecker, State Registrar 
of Vital Statistics, addressed to the Secretary of our So- 
ciety, and enclosing a letter from a minister engaged in 
Home Mission Work in one of the rural mountain dis- 
tricts. This letter set forth that many of the women in 
his congregation went through labor without medical 
care; that the charges for maternity calls in this area were 
from $20.00 to $40.00, and that the economic conditions 
were such in his district that the majority of the people 
were unable to pay this fee, and consequently went without 
medical care in maternity cases. No charge was made 
that the physicians’ fees were excessive, but only that the 
people in that particular region could not pay them. 

Your Committee feels that the issue here raised is of 
far-reaching significance, but in the absence of more de- 
tailed facts, it can only make certain general observa- 
tions and recommendations. It is undoubtedly true that 
there are certain localities throughout the State where the 
average economic level of the inhabitants is so low that 
they cannot purchase adequate medical care; neither can 
they purchase adequate food, shelter or other necessities 
or social advantages. These isolated communities present 
a special problem, for where the poor are intermingled 
with the more well-to-do, the physician of the community 
can afford to care for the less fortunate and still provide 
a living for themselves. To lower the fees for medical 
service below the level that will furnish a reasonable living 
for the practitioner will result in a poor grade of medical 
care, or none at all. It is pertinent to point out that the 
religious welfare of this community is being looked after 
by a missionary whose living is being provided by some 
outside organization. The ultimate solution of this prob- 
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lem lies in raising the economic level of such groups to a 
point where they can purchase not only medical care, but 
other primary necessities. In the meanwhile, we believe 
that some plan should be formulated for subsidizing phy- 
sicians practicing in certain districts, so that the people 
in these districts may be provided with a reasonable quan- 
tity of medical care, and that, at the same time, a proper 
standard of medical service may be maintained. With 
improvement in roads, it should be possible by the estab- 
lishing of State or county hospitals, or by State support 
of those already existing, to bring good hospital care 
within the reach of most of our people. Using the hos- 
pitals as a center, it would be possible to establish a visit- 
ing nurse and prenatal service. Through such a service 
all normal cases could be cared for in their homes, and 
all abnormal cases brought into the hospitals for delivery. 
Such a service for the indigent is being conducted by the 
Kings Daughters Clinic in conjunction with the several 
hospitals in Norfolk. 

We recommend, therefore, that the House of Delegates 
of the Medical Society of Virginia endorse: 

1. The principle of State, county or municipal payment 
to hospitals for the care of the indigent sick. 

2. The establishment of prenatal clinics in connection 
with existing hospitals, with the advice and under the 
direction of the local physicians. 

3. The subsidizing by State or county of physicians in 
certain districts so as to provide more adequate medical 
care for the people in those districts, providing that in 
each instance the amount of the subsidy and the method 
of application meet with the approval of the local medical 
group. 

Wa tter B. Martin, Chairman. 


SUPPLEMENTARY REPORT OF THE COMMITTEE ON 
MEDICAL EconoMIcs 


One other matter has commanded our attention and is, 
in our opinion, of such paramount importance that it is 
made the subject of a special report and recommendation. 

On June 10, 1937, Senator James Hamilton Lewis of 
Illinois, appeared before the House of Delegates of the 
American Medical Association in session at Atlantic City, 
New Jersey, and addressed the House on a proposed 
amendment to the Social Security Act (see report of pro- 
ceedings of the House of Delegates, Journal of the A. 
M. A., June 26, 1937). 

According to Senator Lewis, this bill proposed, first, 
the licensing of physicians by the Federal government so 
as to bring them under Federal control. 

Second, the extension of free medical service to all in- 
digents at the expense of the Federal treasury. 

Third, compulsory attendance on indigent cases at their 
request by any physician holding a Federal license. 

Fourth, the establishment of regional boards to pass on 
the question of the quantity and quality of medical service 
rendered to indigents under this act and to approve or 
disprove bills submitted. 

This plan is based on the assertion that the government 
not only has a responsibility to its citizens, but that it has 
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a right to regulate the most intimate details of their life 
in order to render them more efficient units in peace or 
war. 

This view is contrary to all the principles upon which 
our democracy has been founded and is repugnant to every 
free citizen. We believe that the plan advanced by 
Senator Lewis is treasonable in its conception and that 
it would be disastrous in its effect on the welfare of the 
physician, the patient and the science of medicine. We, 
therefore, submit the following resolutions for your con- 
sideration: 


RESOLUTIONS 

Wuereas, Senator James Hamilton Lewis, in the address 
before the House of Delegates of the American Medical 
Association on the 10th day of June, 1937, at Atlantic 
City, New Jersey, set forth certain proposals pertaining to 
the compulsory care of the indigent sick under Federal 
control, and 

Whereas, he advanced a doctrine fundamentally in con- 
flict with the basic concepts of our principles of govern- 
ment, and 

Wuereas, we believe that such a proposal, if carried 
out, would be destructive in its effect, not only on the 
welfare of the physician and his patient, but would retard 
greatly any advance of the science of medicine, and 

WHEREAS, we believe that the care of the indigent sick 
is a local problem and must of a necessity be worked out 
by local groups in accordance with local needs, therefore 

Be It ResoLvep that the Medical Society of Virginia, 
acting through its duly elected House of Delegates as- 
sembled in Roanoke, Virginia, this 12th day of October, 
1937, condemn unreservedly the plans and proposals pre- 
sented by Senator Lewis and that we declare our pur- 
pose to oppose the passage of such an act by every ligiti- 
mate means at our disposal, and that we call upon every 
physician in the State not only to oppose this measure but 
to refuse cooperation with any agency that may be set 
up to effect the purposes outlined by Senator Lewis. 

Be Ir FurTHER RESOLVED that a copy of this resolution 
be sent to every component society in the State requesting 
that they endorse it and that copies be sent to every rep- 
resentative from Virginia in the Congress of the United 
States; 

Be It FurTHER RESOLVED that a copy of this resolution 
be sent to every State Society and to the Board of Trustees 
of the American Medical Association. 

WALTER B. Martin, 
ALEX. F. ROBERTSON, JR., 
Jno. A. GIBson. 


Report of Membership Committee 
Two applications for membership from doctors not affil- 
iated with component organizations referred to our Com- 
mittee were endorsed. Notices in regard to members of 
whose deaths we have learned have appeared in the va- 
rious issues of the MONTHLY. 
We wish to propose for honorary membership the name 
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of Dr. J. Morrison Hutcheson, our retiring president, in 
appreciation of his service to our organization. 
J. Bottinc Jones, 
IsAAC PEIRCE, 
J. A. Wuite, Chairman. 


Report of Advisory Council to the Woman’s 
Auxiliary 

In January, the President of the Woman’s Auxiliary to 
the Medical Society of Virginia, asked permission of the 
Advisory Council to allow the Auxiliary to take some 
definite steps towards trying to interest School Boards in 
the teaching of Prevention of Venereal Diseases in High 
Schools. 

Each member of the Advisory Council was consulted 
and felt that the Auxiliary should have advice regarding 
this matter from the Medical Society of Virginia. Dr. 
Moncure was asked to report this to the Auxiliary Board 
when they met in February, since he was present then 
to represent the Advisory Council. After this meeting a 
letter was received from Mrs. F. D. Wilson, with the 
following statement: 

“After Dr. Moncure’s report, a motion was made and 
carried, that we convey to the Medical Society, through 
you, as Chairman of the Advisory Council, our willing- 
ness to help in the educational fight for the Prevention 
of Venereal Diseases, and ask the Medical Society that a 
plan of procedure be outlined for us.” 

At a joint meeting in Richmond of the Child Welfare 
Committee, Maternal Welfare Committee, and Depart- 
ment of Clinical and Medical Education of the Medical 
Society of Virginia, the above subject was introduced by 
Dr. Moncure. After some discussion, we understand, it 
was thought best that a committee be appointed to make 
a study of the matter, confer with the State Commissioner 
of Education, and prepare a report to be presented at 
this time to the House of Delegates. 

The Advisory Council feels that any specific recom- 
mendations to the Auxiliary would be an outcome of the 
above-mentioned study, and wishes some definite instruc- 
tions from the House of Delegates, or Society, as to the 
“plan of procedure” the Auxiliary wishes outlined. 

The Woman’s Auxiliary has also expressed a willing- 
ness to aid in the Cancel Control Drive. Of course this 
needs no special permission from the Society, so the Ad- 
visory Council has expressed to the President of the 
Auxiliary its appreciation of this interest and support. 

é FLETCHER J. WRIGHT, Chairman, 
P. St. L. Moncure, 
James B. STONE. 


Report of the Committee to Administer Trust Fund 
for Post-Graduate Clinical Education 


To THE PRESIDENT AND House OF DELEGATES: 

The report of this Committee last year, which was full 
and accurate, brought out the fact that the functions of 
this Committee and those of the Department of Clinical 
and Medical Education overlapped, at least in part. It 
recommended that the Committee “should make a real 
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effort to arouse interest in this Fund; and to solicit sub- 
scriptions, or donations, thereto.’. The widespread in- 
terest, and subscriptions, have not been forthcoming as 
hoped for. 

That Committee also recommended that the House of 
Delegates give thought to the situation as it affects the 
whole problem of Post-Graduate Education of Virginia 
Physicians; to determine whether we should continue to 
function as in the past, or whether there should be a 
consolidation of these two Committees. 

We, the Committee, therefore, in order to simplify mat- 
ters, recommend that the function of this Committee be 
transferred to the Department of Clinical and Medical 
Education—in so far as administering any funds that 
may be donated to the Society; and that the Department 
be given power or discretion to use such funds in any 
way it sees fit, in whole, or in part, i. e., not to be limited 
to using the interest only; and that the Committee to Ad- 
minister Trust Fund for Clinical and Medical Education 
be dispensed with. 

P. St. L. Moncure, Chairman, 
F. H. SMITH, 

R. D. BATEs, 

J. C. Fiiprin, 

I. C. HARRISON. 


Report of Child Welfare Committee 


To THE MEMBERS OF THE House OF DELEGATES: 

The Child Welfare Committee of the Medical Society of 
Virginia respectfully submits the following report: 

A careful review of Child Welfare activities in the State 
of Virginia enables your Committee to make the follow- 
ing observations: 

First: Agencies and machinery have been set up to cope 
with almost all (if not all) phases of child welfare. 

Second: Funds for the functioning of such agencies are 
in most instances inadequate, and in some hopelessly so. 

Your Committee finds that Child Welfare. work in the 
State is now largely a matter of providing the financial 
support necessary to properly prosecute the functions of 
existing agencies. 

Thanks to the educational efforts of the Virginia State 
Health Department, the Parent-Teachers Association, the 
Virginia Education Association, the Medical Society of 
Virginia, the Virginia Pediatric Society, the Virginia 
Tuberculosis Association, the State Child Conservation 
Committee, the State Commission for the Blind, and va- 
rious other State and local organizations as well as many 
individuals, the public is fairly well informed as to possi- 
bilities for advance in the field of Child Welfare. 

Especially does the Committee wish to express to the 
Department of Clinical and Medical Education of the 
Medical Society of Virginia its appreciation of the sup- 
port given the cause of graduate training in pediatrics by 
continuing the lectures and clinics on pediatrics. The 
educational value of the courses offered is unquestioned. 


MENTAL DEFECTIVES: 
A survey through the schools last spring, conducted by 
the State Board of Education under supervision of Dr. 
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Sidney B. Hall showed 1,117 whites and 404 negroes men- 
tally incompetent and needing institutional care. 

Those reported as mentally subnormal and in need of 
special class treatment numbered 6,913 whites and 284 
negroes. Some of the cities and a few of the counties are 
operating classes for seriously retarded children and for 
children who are socially unadjusted. There is no State 
appropriation for this work. 

The survey above referred to lists over 32,000 children 
handicapped in one way or another. 

The Committee feels that the Board of Education should 
be given vigorous support in its request for funds to 
adequately care for the mentally retarded. 


DEPENDENT CHILDREN: 

It is estimated that about 4,000 children in Virginia 
receive local or State aid, and that between 1,200 and 1,500 
are not provided for. 

About 80 per cent of those receiving aid are cared for 
by private agencies, and about 20 per cent by the State. 
About 50 or 55 per cent of those receiving aid are in 
institutions, 30 to 35 per cent are in free foster homes and 
10 per cent in boarding homes. 

A properly developed plan for maternal aid would re- 
move some of those now placed in institutions. 

About 900 children are now under the care of the Chil- 
dren’s Bureau of the Department of Public Welfare. Most 
of these are delinquent and many are mentally defective. 
About 600 to 700 annually pass through the Bureau. 

There are in the State four industrial schools; two for 
white children and.two for colored. These are affliated 
with the Children’s Bureau. There are about 850 chil- 
dren in the schools. Outside the schools, on July Ist, the 
Bureau had under observation 968 children. The total 
appropriation for the schools is $100,000.00. 

The Bureau has at its disposal the services of the State 
Psychiatric and Mental Hygiene Clinic. This work should 
be extended to include all dependent children in the State. 


THE 

For the prevention of blindness and conservation of 
sight among the children of Virginia, the Commission for 
the Blind has an appropriation of $5,750.00. A full-time 
ophthalmologist is employed and an additional nurse is 
needed. The amount of money available is inadequate. 
Four or five times the amount appropriated could be prof- 
itably spent on indigent children. 


TUBERCULOSIS: 

After a remarkable increase in the cases of tuberculosis 
during the years 1933 and 1934 (more than twice the num- 
ber reported in any of the six years prior to 1933) there 
has been a gratifying fall in the number of cases to slightly 
more than the “pre-depression” years: viz: 2,333 cases in 
1935 and 2,383 cases in 1936. Among children under fifteen 
years only 239 cases were reported in 1936—a new low 
mark, 

The number of deaths, however, has shown a steady 
decline during the decade 1927-1936, from-2,274 deaths in 
1927 to 1,715 deaths in 1936. 
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The number of deaths among infants and children \\n- 
der fifteen years is remarkably low as shown by the }ol- 
lowing figures from the U. S. Mortality Statistics. 

1936—Under 1 year 4 deaths 
1 to 4 years 1460 
5 to 9 years sg 
10 to 14 years 33.—C* 


Nevertheless, your Committee feels that there should 
be more State-supported beds for tuberculous children. 
There are at Blue Ridge Sanatorium sixty beds for white 
children. There are no other State-supported beds for 
children, white or colored. Certain urgent changes 
planned for the various State sanatoria will provide from 
twenty-five to thirty beds for colored children at Piedmont 
and additional beds at the other sanatoria to give a total 
of about 100 beds for children. This is less than half the 
number needed for satisfactory care. So urgent is the 
need for additional beds for children that your Committee 
has dispatched the following letter to the State Board of 
Health. 


To THE VirciniaA STATE Boarp oF HEALTH, 
RIcHMoND, VA. 

The Child Welfare Committee of the Medical So- 
ciety of Virginia respectfully calls your attention to 
the inadequate facilities for the care of tuberculous 
children in the State of Virginia. There are at present 
only sixty beds, and these all at Blue Ridge. 

During 1936 two hundred and thirty-six cases and 
sixty-eight deaths were reported among infants and 
children. 

It is the feeling of the Committee that there should 
be at least one hundred and fifty beds available for 
children, colored and white. 

We are aware of the present plans for alteration 
and reconstruction at the various State tuberculosis 
sanatoria and wish to heartily endorse the recommen- 
dations of Dr. I. C. Riggin, the State Health Com- 
missioner. 

We believe, however, that the additional beds, viz; 
about forty, contemplated in the plans for recon- 
struction will not adequately meet the situation. 

We, therefore, earnestly urge you to recommend 
in your budget an amount necessary to provide at least 
one hundred and fifty beds for the tuberculous chil- 
dren of Virginia. 

In addition we believe that funds sufficient to sub- 
sidize all other publicly-owned or community-owned 
beds in the State to the extent of $1.00 per bed per 
day should be provided and we urge the inclusion 
of such an amount in the budget of the Department 
of Health. 

CHILD WELFARE COMMITTEE OF 
THE MepIcAL SocieTy OF VIRGINIA. 


The plans of the Department of Health call for ex- 
penditures for replacement and changes in the amount of 
between $400,000 and $500,000. 

It is the feeling of your Committee that the number of 
beds requested for children is exceedingly conservative. 
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There are at present 760 State-owned beds for the 
care of the tuberculous. In addition there are about 460 
privately-owned or community-owned beds, a total of 
1,220. 

The community-owned beds are subsidized to the ex- 
tent of $34,000; to subsidize them to the extent of $1.00 
per day would require an appropriation of about $168,000. 
This amount should be provided. 


DIPHTHERIA: 

Gratifying reduction in the number of cases and the 
number of deaths from diphtheria has occurred, but there 
has been no significant change during the past decade. 

An appropriation sufficient to provide free toxoid for 
the indigent children of the State should be made. There 
should also be placed at the disposal of the Maternal and 
Child Health Bureau a sum sufficient to resume the mail- 
ing of “reminder cards” to parents of infants of one year, 
asking parents whether their babies have been inoculated 
against diphtheria, and if not, why not. 

Free State-wide distribution of smallpox vaccine and 
arsphenamine to the physicians of the State for use on 
indigent children should be provided; the cost of such 
distribution of toxoid, smallpox vaccine and arsphenamine 
for use on indigents would not be prohibitive, would give 
great protection to the public generally and would give aid 
to those in need. 


CRIPPLED CHILDREN: 

Crippled children of the State are well provided for. 
Every crippled child in the State is being registered in a 
central file at the State Department of Health. The Fed- 
eral government has matched State funds in the care of 
crippled children. Additional State appropriations over 
the amount now provided may be necessary from time to 
time. 


PRENATAL AND PosTNATAL Work: 

The Maternal and Child Health Bureau, under the 
supervision of Dr. B. B. Bagby, is doing excellent work. 
It is trying to reach expectant mothers and infants during 
the first year of life. It conducts prenatal and Child 
Health Clinics, and when possible is devoting attention to 
the pre-school child. 

The Clinics are held in County Health Unit areas. These 
areas include forty-four counties with 57 per cent of the 
population. The County Health Unit areas are extended 
to counties not having health units as fast as appropria- 
tions are available and are under the general supervision 
of the State Department of Health. 

Forty-nine Prenatal and Well Baby Clinics were or- 
ganized the past year. Forty-one of these were in counties 
with full-time health officers and eight in cooperation 
with cities. The attendance was 26,326 patient visits— 
indigent only. An important part of this work is the pre- 
vention of neonatal syphilis. 

The increasing interest in infant welfare is reflected in 
the fall in infant mortality—from 91 twenty years ago to 
69.4 in 1935. For reasons not well understood the rate in 
1936 was 73.4. During the past twenty years the rate in 
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the United States at large fel! from 100 to 56 per thou- 
sand births. 


DENTAL CARE: 

Approximately $44,000 a year is spent in the care of the 
teeth of indigent children. This also is under the super- 
vision of the Bureau, and should be increased to provide 
dental facilities for all indigent children of the State. 

Extension of the work of the Maternal and Child Health 
Bureau is urgently needed. It makes possible the pre- 
vention of syphilis, neisserian blindness, eclampsia, post 
partum infection, diphtheria, infantile dysentery and small- 
pox among the indigent, and creates a wholesome respect 
for healthful living. 

Appropriations for the department should be generous 
and prompt. 


THE Pre-ScHoo.t CHILD: 

Through the efforts of school officials, health officers, 
Parent-Teachers Associations, school teachers and school 
nurses there is an enrollment of prospective students for 
the ensuing school term. These children are inspected by 
the teachers and those needing attention are examined by 
the family physician, or if indigent, by the Health Officer. 
When possible, defects are corrected. There is no sys- 
tematic effort to reach the child between the age of one 
to two years and the school age of six years. 

While your Committee feels that emphasis should be 
placed on the supervision of the prospective mother and 
the infant, the pre-school child should not be neglected. 
For this reason it would like to witness greater activity in 
the interest of the group between the ages of one and 
six years. 

In conclusion, your Committee would suggest that the 
Medical Society of Virginia take such action as may be 
necessary to secure improvement in the status of Child 
Welfare throughout Virginia. 

J. B. Stone, 

C. E. Conran, 

W. B. McILWaAINE, 

J. M. BisHop, 

E. A. HARPER, 

R. D. BUTTERWORTH, 

R. D. BATEs, 

L. T. Royster, 

F. D. Witson, Chairman. 


Report of Walter Reed Memorial Commission 


The Walter Reed Memorial Commission composed of 
Drs. Clarence Porter Jones, James D. Clements and Mal- 
colm H. Harris, beg leave to report that the premises of 
Belroi, the birthplace of Walter Reed, are in good phys 
ical condition and the shrine is as popular with visitors as 
ever. The register reveals the names of many visitors 
from distant places. 

We ask the Medical Society of Virginia to renew the 
fire insurance on the building; to set apart twenty dollars, 
or so much thereof as becomes necessary, for the upkeep 
for the next year; and to appropriate forty dollars, or 
so much thereof as necessary to pay for a hard surface 
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walkway from the road to the door of the house. This 
is urgently needed for protection from injury of the cloth- 
ing of visitors. While the grass is mown frequently, 
this is no real protection as the freshly cut stubble injures 
shoes and stockings—a most common complaint from the 
lady visitors. 

The Gloucester County Woman’s Club continues to be 
the caretaker without expense for services. This has 
saved every penny of wages which would have accrued 
otherwise. Dr. Clements, who lives near-by, supervises 
every item of repair and expense of upkeep, and guards 
the expenditure of each penny so invested. 

CLARENCE PorTER JONES, Chairman. 


Report of the Committee to Sponsor the Program 
for the Division on Public Health and Medical 
Care of the Virginia Conference of 
Social Work 


Committee: Basil B. Jones, M. D., Richmond, Chairman; 
P. W. Miles, M. D., Danville; D. C. Wilson, M. D., 
University of Virginia; W. P. Jackson, M. D., Roanoke; 
and Fred P. Fletcher, M. D., of Richmond. 

This Committee cooperated with the Secretary and other 
members of the program committee of the Virginia Con- 
ference of Social Work, and arranged the following pro- 
gram for the meeting in Richmond, April 8-10, 1937: 

2 to 3 P. M. 

A State Program for Venereal Disease Control—L. J. 

Roper, M. D., State Department of Health. 
Discussion by J. Morrison Hutcheson, M. D., Presi- 
dent, Medical Society of Virginia. 

A Local Program for Venereal Disease Control—Ennion 
Williams, M. D., Physician in Charge of Syphilology 
Clinic, Medical College of Virginia. 

Discussion by W. Brownley Foster, M. D., Director, 
Department of Public Welfare. 

3 to 4 P. M. 

Social Aspects of Late Medical Syphilis—Dudley C. 
Smith, M. D., Professor of Dermatology and Syphi- 
lology, University of Virginia, Department of Med- 
icine. 

Discussion by R. W. Garnett, M. D., Health Officer, 
Danville, Va. 

Congenital Syphilis—Kinloch Nelson, M. D., Medical 
College of Virginia. 

Discussion by Louise Galvin, M. D., Instructor in Pe- 
diatrics, Medical College of Virginia. 

4to5 P.M. 

Joint Program with Mental Hygiene Division: 

Social Service Aspects of Syphilis and Follow-up Care— 
Mrs. Norman Ingraham, Chief Social Worker, Uni- 
versity of Pennsylvania Hospital. 

Discussion by William Branch Porter, M. D., Professor 
of Medicine, Medical College of Virginia. 

Social Aspects of Neuro-Syphilis—Thomas L. Gemmill, 
M. D., Psychiatrist, Central State Hospital. 
‘Discussion by O. B. Darden, M. D., Associate Neuro 

Psychiatrist, Medical College of Virginia. 
The Chairman of your Committee presided at this meet- 
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ing. The meeting was very well attended and the papers 
were excellent. The essayists and those who discussed the 
papers gave a comprehensive view of the major problems 
created by the presence of syphilis in the community. 

It is the opinion of this Committee that it is well worth 
while for the Medical Society of Virginia to sponsor the 
program for the Division of Public Health and Medical 
Care of the Virginia Conference of Social Work, and it is 
recommended that this project be continued. 

Basi, B. Jones, Chairman. 


Report of the Virginia Pneumonia Commission 


Pnuemonia is the third ranking cause of death in the 
United States and Canada. Nearly 400,000 cases occur 
annually in the United States, of whom ninety-odd thou- 
sand die. Approximately 50 per cent of these deaths are 
due to lobar pneumonia and 90 per cent of lobar pneu- 
monia is pneumococcic in origin. It is surprising that 
some of the interest which has been displayed in reducing 
the mortality from tuberculosis, cancer and diphtheria has 
not sooner gone into an organized effort to reduce the 
fatality rate of pneumonia which ranks so high in our mor- 
tality tables and which so often strikes down its victims 
in the prime of life. 

The use of antipneumococcic serum began in New York 
City in 1911. The Division of Laboratories began the 
distribution of type specific serum in 1915, sputum typing 
became routine in the New York Public Health Labora- 
tories in 1917. Cole in 1920, pointing out that pneumonia 
was a communicable disease, insisted that it be considered 
a public health problem worthy of more intensive study. 

In 1931 the Pneumonia Study and Service in Massa- 
chusetts was begun, financed by the Commonwealth Fund 
and developed and prosecuted by an advisory committee 
composed of Massachusetts doctors interested in the pneu- 
monia problem. Five years of study were concluded in 
1935 and the final report issued this year shows how 
much was learned about pneumonia in this short time. 
The principal contribution of the Massachusetts study was 
in showing that serum, under the conditions of general 
practice and in smaller hospitals, when properly given, 
is as effective as when administered in the large hos- 
pitals of the so-called medical centers. Today the distribu- 
tion of pneumonia serum has become as integral a part 
of the public health program of Massachusetts as is the 
distribution of other sera. 

In 1935 the State of New York followed suit with a 
well-financed pneumonia program and a state-wide or- 
ganization under a bureau of pneumonia control. As a 
result 105 approved typing stations were set up and pneu- 
monia serum for therapeutic purposes was made available 
to every one in the state. Since that time pneumonia 
control programs, for the most part sponsored by state 
medical societies, but under the direction of state boards 
of health, have been put in operation in New Hampshire, 
Connecticut, Kentucky, Maine, Alabama, Michigan, Mary- 
land, Delaware and Rhode Island. 

When Massachusetts became interested in the control 
of pneumonia, only a few pneumococcic types were recog- 
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nized, and typing was a slow and difficult procedure. 
Little was known about the epidemiology of pneumonia 
and the value of serum therapy was still in dispute. To- 
day, seven years later, we possess in the Neufeld tech- 
nique a rapid typing method, we recognize thirty-two 
types of pneumococci instead of four as in 1931, we 
know something about the age incidence, economic and 
geographic distribution of these. various types, and how 
they fluctuate between town and country and from year 
to year. We possess a \relatively safe concentrated type 
specific monovalent serum therapeutically applicable to no 
less than five types of pneumococcic pneumonia and we 
expect to see shortly an entirely new and cheaper product 
on the market in the form of rabbit serum. Advances 
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ject of the questionnaires was not only to arouse interest 
in the question of pneumonia control, but to secure figures 
bearing on facilities for pneumonia:typing, the frequency of 
oxygen and serum administration, the adequacy of nurs- 
ing care, and the morbidity and mortality statistics in the 
State. 

The Commission has been influential in having pneu- 
monia as a topic of discussion presented before many of 
the component societies of the State, in publishing nu- 
merous articles on pneumonia in the VIRGINIA MEDICAL 
MONTHLY, in putting on one radio address on the sub- 
ject over Station WRVA, in arranging a pneumonia exhibit 
for the present meeting and in placing Dr. Russell Cecil 
on the program. 


Bronchopneumonia Lobar Pneumonia Pneumonia—Unspecified 
Number Rate Number Rate Number Rate 
1935 914 37.3 1,216 49.6 130 5.3 
1934 947 38.7 1,095 44.8 155 6.3 
1933 736 30.2 896 36.7 155 6.4 
1932 805 33.1 1,033 42.4 147 6.0 
1931 864 35.6 1,119 46.1 187 aad 
1930 845 34.8 1,275 52.6 173 7a 
1929 884 36.6 1,075 44.5 187 7.7 
__ 1928 | 864 36.0 960 40.0 198 8.2 
1927 770 32.2 916 38.3 142 5.9 
1926 910 38.2 1,089 45.8 189 7.9 
1925 776 32.7 954 40.3 214 9.0 
1924 952 40.4 1,051 44.6 220 9.3 
1923 976 41.6 969 41.3 250 10.6 
1922 883 37.8 860 36.8 235 10.1 
1921 772 33.2 767 33.0 ___243 10.4 
1920 806 34.8 1,198 51.8 398 17.2 
1919 30 32.9 1,156 50.3 367 16.0 
| *1918 841 37.0 2,555 112.5 716 31.5 
1917 820 36.5 1,316 58.6 632 28.1 
1916 793 35.7 1,283 57.8 689 31.0 
1915 _ || . 599 27.3 861 39.2 1,006 45.8 
1914 642 29.6 684 31.5 952 43.9 
1913 S13, 23.9 422 19.7 990 46.2 


Nore: Figures from tabulations of U. S. Bureau of Census. 


have been made in the epidemiology of pneumococcic 
pneumonia and widespread educational activity among 
the laity, as well as among doctors, is bearing fruit all 
over the United States. 

With these facts before him about a year ago the 
President of the Medical Society of Virginia appointed 
from the membership of the Society a commission which 
was instructed to study the problem of pneumonia in Vir- 
ginia and report at this meeting. 

The Pneumonia Commission began its work of fact find- 
ing by asking questions and by local surveys. It dis- 
tributed questionnaires to all members of the Medical 
Society of Virginia, to all hospitals in Virginia, and to 
selected groups of rural and city practitioners. The ob- 


*Deaths of soldiers, sailors and marines not included. 


The Commission has sought to secure the hearty co- 
operation of the Board of Health of the State of Virginia, 
the State epidemiologist with a committee of the Board of 
Health having sat in with the Commission and planned 
the recommendations hereafter submitted. Your Commis- 
sion has succeeded in interesting the State Nursing Associa- 
tion in pneumonia control and a committee of three from 
that organization is now, at our request, formulating a plan 
by which the nursing care of pneumonia in the State may 
be improved. 

By a series of preliminary surveys dealing with the care 
of pneumonia patients in several typical large hospitals 
of the State useful figures on the relative incidenee: and 
fatality rates of lobar and bronchial pneumonia, on..typ- 
ing, and on the effect of economic status and on the thera- 
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peutic use of oxygen and serum have been collected, and 
in tabular form are appended to the report. 

‘From these figures it may be stated in summary that: 

1.. Pneumonia is the second most important cause of 

_ death in Virginia. In 1934 there were 5,154 deaths in 
this State attributed to heart disease ; there were 2,782 
(including influenza) resulting from pneumonia. 

. Lobar and bronchial pneumonia are of about equal 
frequency. 

The mortality rate for the colored race is double that 
for the white (77.4 against 36.4). 

Thirteen laboratories in Virginia are now prepared to 
type sputum from suspected cases of pneumonia. 

. There are only two hospitals in the State using thera- 
peutic pneumonia serum routinely. Both have begun 
this routine use since the creation of your Commis- 
sion. 

. In one hospital of the State it has been shown that 
oxygen administered early in the disease and con- 
tinuously may favorably affect the outcome. 

. In another hospital of the State using serum rou- 
tinely from February to May (30 cases) the mor- 
tality among all serum treated cases was 9.5 per cent. 
The preceding year (serum not being employed) the 
mortality had been 29.9 per cent. 

. Sex, race and type of pneumonia have less influence 
on the uitimate outcome of the disease than the age 
of the patient, day of admission to hospital, economic 
status, and the promptness with which serum therapy 
is instituted. 

The Commission makes the following recommendations: 

1. That the Medical Society of Virginia continue its pneu- 
monia study, creating a permanent Pneumonia Com- 
mission consisting of five members appointed an- 
nually by the President of the Society, and that this 
commission serve as an advisory committee to the 
State Board of Health. 

. That the Society approve the creation of an Agency 
of Pneumonia Control in the Virginia State Board of 
Health where the future work of pneumonia control 
in this State may be centralized. 

. That the Society approve the creation in Virginia of 
the necessary number of typing stations prepared to 
carry out the Neufeld technique, and set up under 
the State Board of Health at convenient geographical 
locations throughout the State. 

. That the Medical Society of Virginia in the future 
place its approval upon laboratories qualified to serve 
as pneumonia typing stations, such laboratories to be 
first certified to the Society by the State Board of 
Health, that technicians desiring instruction in typing 
technique be trained in the laboratories of the State 
Board of Health, and that the agents of the State 
Board of Health regularly inspect all laboratories on 
the approved list. 

. That serum for therapeutic use in pneumonia be fur- 
nished at cost to all pneumonia patients able to pay 
for it whose sputum has been typed in an approved 
typing station and whose disease is of less than nine- 


AGE Groups 


YEAR (1932-1936) AppPLIED To 1930 CENSUS POPULATION FOR VIRGINIA 


Morta.ity Rates (DEATHS PER 100,000 PopULATION) FROM LoBAR PNEUMONIA BASED ON AVERAGE NUMBER CASES PER 


Total White 
Total Colored 
Total Male 
Total Female 
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six hours duration and is caused by one of the types SociAL AND Economic ASPECT 

of pneumococci for which specific monovalent serum Clinic Ward Private Totel 
‘is available and that therapeutic pneumococcus serum 58 46 130 
be furnished without cost to those unable to pay for 16 17 a 
it as soon as means are found by which this can be Percentage _.. 30.8 27.6 36.9 31.5 


accomplished. 104 
36 
34.6 


W. B. MAarTIN 
H. B. MULHOLLAND 


P. S. SMITH 


Harry WALKER 
WynpuaoM B. Banton, Chairman. 


TABLE D 


Norro.kK GENERAL HospiTAL 
LoBakR PNEUMONIA 
Total Cases 


Admitted 
10 
15 
18 
30 
30 
22 
12 
23 
28 


Deaths 


Percentage 
30 
46.6 
33.3 
40.0 
23.3 
32 
25 
34.8 


Broncho 39 39 


Percentage ____ 


Age 
0-10 
10-20 
20-30 
30-40 
40-50 
50-60 
60-70 
70-80 
80-90 


Cases 


42.3 


13 
33.3 


DIsTRIBUTION BY DECADES 


Lobar 


Cases Deaths 


18 
25 
18 
17 
17 
14 
11 

3 

1 


%o 

5.5 
16.0 
33.3 
29.4 
35.3 
64.3 
54.5 
100 
100 


Cases 


Broncho 
Deaths 
17 5 


1 
1 
5 
2 
2 
5 
3 


OxyYGEN THERAPY 
Recoveries Percentages of Deaths 


Deaths 


%o 
29.4 
33.3 
11.1 
41.7 
25.0 
28.6 
33.3 

100 


a 61 46 30 16 65.2% 
243 OxyGEN—SEVENTY Hours or More 
9 3 6 33.3% 


BRONCHOPNEUMONIA 


Total Cases 
Admitted 
10 
14+ 
17 
31 
19 
14 
23 
29 
26 
31 
42 


256 


Deaths 
3 


19 
94 


Percentage 


ALL OTHER PNEUMONIA CASES 


Total Cases 
Admitted 


> 


Deaths 


Percentage 
50 
33.3 
66.6 


23 


Lobar 
Broncho 86 29 


OxyGEN—THirTY Hours or Less 


18 


Average duration of oxygen therapy 


5 


78.3% 
29.67% 


RaciAL DIsTRIBUTION 


W hite- 


Negro 


Total 


Cases Deaths Yo Cases Deaths Yo Cases Deaths % 


102 33 


32.6 28 
33.6 18 


28.6 
38.9 


Day of disease at time of admission to hospital. 


Lobar—5.8. 


0-10 
10-20 
20-30 
30-40 
40-50 
50-60 
60-70 
70-80 
80-90 


Broncho—6.1. 


TABLE E 


SAINT VINCENT’S HosPITAL 
AGE DISTRIBUTION, 1932-1937 


Lobar 

Cases Deaths 
2 


Total __ 152 


% 

8.3 

6.6 
23.1 


Bronchial 
Cases Deaths 
42 6 
14 


we SNK EA 


130 41 31.5 
104 36 34.6 


% 
14.3 
14.3 
25.0 
30.8 
50.0 
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Year 9 
3 12 1S 
a 7 8 19 
Sea 6 7 19 
12° 15 19 
9968 .......... 7 3 19 
7 19 
1933 3 19 
1934 __________ 8 
Ye 
1926 30 192 
1907 6 42.9 192 
£968 8 47 198 
1929 16 51.6 — 193 
1930 7 36.8 — 193 
1931 3 21.3 193 
| 5 17.2 7 193 
9 34.6 193: 
| 45.2 
36.7 
Year 
: 1 
1 
2 
2 40 12. 
ee 1 20 14.3 13 
* 50 50.0 12 
2 100 58.3 17 76.5 
1934 ---------- - 0 0 4 50.0 
4 66.6 3 100.0 
18 43.9 FP 36 23.7 137 31.4 
XUM 
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29.4 
33.3 
+1.7 
25.0 
28.6 
33.3 
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31.5 
34.6 
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DurRATION BEFORE ADMISSION 


Lobar—5.5 days. Bronchial—6.3 days. 


EFFECT OF Economic STATus 1932-1937 

Clinic Ward Total 
Lobar cases 86 152 
Deaths 26 43 
Percentage 30.2 28.3 
Bronchial cases __ 88 139 
Deaths 35 54 
Percentage , 39.8 39.3 


Private 


BRONCHOPNEUMONIA 


Total Cases Admitted Deaths 


21 
25 11 
39 
20 

31 


Year Percentage 


LopaR PNEUMONIA 


Total Cases Admitted Deaths Percentage 


12 52 

11 28.2 

15 37.5 
40 
30 


All Cases 
Lobar Bronchial 
Cases Deaths % Cases Deaths 

1l 34.4 24 15 

2 15.4 19 9 
11 47.8 26 8 
17 32.0 50 19 
14 30.4 ab 21 


55 32.9 163 72 
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TABLE F 
Stupy oF EFFECT OF OXYGEN IN PNEUMONIA (NoRFOLK) 
PNEUMONIA WITHOUT OXYGEN 1927-1930 
1927 1925 1929 1930 Total 
Lobar Pneumonia __ 13 11 12 13 
+ 3 6 3 
Percentage 30.8 27.3 50 23.1 
Bronchial Pneumonia 10 5 11 12 
Deaths 1 3 5 
Percentages 20 27.3 41.7 


PNEUMONIA WITH OXYGEN 1932-1936 
1932 1933 1934 1935 1936 Total 
Lobar Pneumonia __ 9 11 9 16 19 64 
3 1 4 3 12 
Percentage 11.2 27.3 11.1 25.0 15.8 
Bronchial Pneumonia 5 as 10 15 9 
1 2 1 2 
25 20 57 222 163 
PERCENTAGE BASED ON ALL CASES 
Lobar Pneumonia ___.____ 1927-1930 42.1 1932-1936 31.9 
Bronchial Pneumonia 1927-1930 34.1 1932-1936 29.0 


AGE DIsTRIBUTION 
Deaths 
0 


No. Cases No. Cases Deaths 


5 
4 
5 


RACE 
No. Cases Deaths Percentage 
8 20.5 


7 25.0 


4 14.8 
Bronchial 0 0 
Total White 15 22.4 
Total Negro 4 10.0 
Total Cases 19 17.7 


Terminal Cases Eliminated 

Lobar Bronchial 
% Cases Deaths % Cases Deaths % 
62.5 26 5 19.2 16 50.0 
47.4 12 8.3 15 26.7 
30.8 33.3 22 22.7 
38.0 23.9 42 23.8 
47.7 25.8 41.2 


44.2 145 23.5 31.8 


DISTRIBUTION ACCORDING TO RACE 


Lobar 
Cases Deaths % 


Bronchial 
Cases 
White 127 
Colored ___ 32 
Total 159 


Total 
Deaths % Cases Deaths 
50 39.4 237 88 
20 62.5 83 36 
70 44.0 320 124 


= 411 
al 
1 
1.5 
6 
+.6 
% 
43 
44 
46.1 
30 
42 
62.5 
1933 19 9 47.4 
1934 26 8 30.8 
1935 50 19 38 
1936 44 21 47.7 10-20... 11 2 
20-30...... 2 70... 0 
90-40... 2 | § 2 
40-50... 20 80-90... 1 
Year 
1927 23 
1930 30 Bronchial 28 
40 Negro 
32 11 34.4 
13 2 15.4 
a 23 11 47.8 
1935 53 17 32 
ae 46 14 30.4 
1932 ____ 
1933 ____ 
1934 ____ 
.... 
25.0 
30.8 
50.0 
20.0 
76.5 
50.0 
100.0 37.1 
43.4 
31.4 38.8 
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AVERAGE DURATION OF DISEASE BEFORE ADMISSION 
3.2 days 
4.1 days 


Lobar pneumonia 
Bronchial pneumonia 


SociAL AND Economic STATUS 
Practically all of these patients came from the laboring 
classes. Most of them were merchant seamen, coast 
guardsmen, CCC boys, or civil employees of the govern- 
ment. All but three were males. In nearly every case, 
clinical diagnosis was confirmed by X-ray. 


TABLE G 
PNEUMONIA CASES IN UNIVERSITY OF VIRGINIA HosPITAL 
1926-1935 (INCLUSIVE) 
Cases Deaths 


Bronchop i 479, 280 
Pneumonia (not qualified) ~-_...-----~ 10 8 
Hypostatic Pneumonia —_-------------- 62 51 
Interstitial Pneumonia __-_---------_~ 13 5 
Lobar Pneumonia ___- 443 117 
(Post-operative) 14 10 
“ 76 17 
Pneumonia unresolved __------------__ 21 4 
Pneumonia, primary of infancy___---_- 11 5 
Pneumonitis 17 2 
1207 509 


LopaR PNEUMONIA—UNIVERSITY OF VIRGINIA—FIVE YEARS 
Total Admissions—302 
Well____ 234 = 77% 
Analysis as to Sex 
White Male 
Well____ 115 = 79% 
White Female 


Died ____ 68 = 23% 


Died____ 30 = 21% 


Well... 58 = 74% Died____ 20 = 26% 
Colored Male 

Well___. 44 = 77% Died ____ 13 = 23% 
Colored Female 

Well____ 17 = 77% Died___. 5 = 23% 


Anacysis As To AGE 


Age 
Well__ 102 = 88% 14 = 12% 
Well. 46 = 93% Died 3= 7% 
...... Well__ 37 = 80%  Died__ 10 = 20% 
$1-40 Well__ 20 = 69% Died 9 = 31% 
41-406 .....- Well_. 10 = 56% Died__ 8 = 44% 
Well._ 11 = 53%  Died__ 10 = 47% 
Well_. 8&8 = 36% Died. 14 = 64% 


SociaL STATUS 


Wards __----- Well__194 = 78% 
Private Rooms_Well__ 40 = 72% 


Died__ 54 = 22% 
Died__ 14 = 28% 
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EFFECT OF DAy oF ADMISSION 

First 4 days___Well__165 = 87% Died _ 33 = 13% 
After 4 days___Well__ 69 = 66% Died _ 35 = 34% 
History of Antecedent acid__75 = 24%. 
Positive blood culture 

Well__ 10 = 53% 
Negative blood culture 

Well__ 63 = 77% 


Died._ 9 = 47% 


Died__ 19 = 23% 


Type ft ...... Well _ 23 = 72% Died__ 9 = 28% 
Type II __-_- Well__ 13 = 76% Died__ 4 = 24% 
Type III __-__ Well-_ 11 == 70% Died__ 5 = 30% 
Type IV ____ Well _ 36 = 73% Died __ 13 = 27% 


Type VII Well-_ 1 


TaBLe H 


Stupy OF PNEUMONIA PATIENTS IN MEMORIAL HospiTAl, 
RICHMOND, FROM JULy 1, 1935, To JuLy 1, 1936 


Antecedent colds 
Total number of cases 305 
Cases of lobar pneumonia ____--_---_-__________ _ 169 
Cases of bronchopneumonia __---------------_____ 136 
Number typed before entering hospital ____________ 0 
Number typed after entering hospital_____________ 30 
(Only two of which were type I.) 
Number of cases receiving serum —_-__-_-__-____-_____ 0 
Mortality 50 or 29.9%. 
TABLE I 
SUMMARY PNEUMONIA STupDy, SPRING 1937 
(Medical College of Virginia) 
No. cases—30. Time—February 6-May 13, 1937. 
Age Under 20 20-30 30-40 40-50 50-60 
Sex Male 18 Female 12 
Race White 5 Colored 25 
Day of disease on admission: All under § days except 1. 
I II Ill IV VII ? 


Blood culture: Positive 9 (30%). 

No. receiving serum: 21. 

Reactions: 11. 

Deaths: Total 5 (16.6%). 

Complications: Jaundice, and increase N P N, 7. 

Deaths among those receiving serum: 2 (9.5%). 

Deaths among Type I receiving serum: 1 (5.8%). 
(Came in on 10th day and died in twenty-four hours.) 

Deaths among cases with positive blood culture: 2 (22%). 


TABLE J 
PNEUMONIA CASES, GEORGE BEN JOHNSTON MEMORIAL 
HospiTaL, JANUARY, 1927 To JANUARY, 1937 
Total number of cases 154 


Cases of lobar pneumonia 45 (29.2%) 
Cases of bronchop i 109 (70.8%) 
Antecedent colds __-~_ 95 (61.7%) 


Day of disease when admitted to hospital, average 5th day. 
Mortality 46 (29.8%) 
Race: 149 white (96.6%) ( 3.4%) 


5 colored___ 
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Complications 15 ( 9.7%)* 
Number typed before entering hospital___ 2 
Number typed after entering hospital_____ 0 
Classified according to type: One Type III and one 
Type IV. 
Age Group 
Under 1 yr. 1 to 10 yrs. 10 to 20 yrs. 
+ 31 19 
20 to 30 yrs. 30 to 40 yrs. 40 to 50 yrs. 
21 10 14 
50 to 60 yrs. 60 to 70 yrs. 70 to 80 yrs. 
21 17 8 
80 to 90 years 90 to 100 
2 1 


Ages of six patients not given in records. 


A comparatively small per cent of these patients were 
seen in their homes in consultation with their physicians, 
so that the information regarding complications is not 
available. 

Serum in the two cases was administered by the family 
physician; on what day of illness is not known. 

*Complications, 1, abscess left lung; 1, pericarditis with 
effusion, and empyema; 1, meningismus; 3, otitis media; 
9, empyema. 


TABLE K 
SUMMARY OF REPORTS FROM HOSPITALS 


(Based on answers to questionnaire sent to all 
Virginia hospitals.) 


Answers Received - 


(Eighteen incomplete.) 


Total Number of Cases Annually Occurring 
in the Thirty-one Hospitals Reporting 


Cases 882 
Cases of Bronchopneumonia____-_--------- 405 or 46% 
Cases ef Lobar Pneumonia________-_----_- 477 or 54% 
Total Deaths from Thirty-four Hospitals 

(annually) 273* 
Deaths from Bronchopneumonia 151 
Deaths from Lobar Pne ia 122 
Number of Hospitals Doing Any Typing at 

Number of Hospitals Typing Routinely.__ 4 


Number of Pneumonia Patients Typed in 
Twelve Hospitals Last Year____________ 112 


Number of Hospitals Using Serum Routinely 2 (Since 


January, 1937) 


*Percentage based on thirty-one hospitals which re- 
ported number of cases. 
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Report of Committee to Confer with the State Board 


of Nurses’ Examiners 
I beg leave to report that as yet we have had no call 
for a conference with the State Board of Nurses’ Exam- 
iners. Both the Committee and I, however, stand ready 
at any time to render every service possible when called 
upon. 
W. Lownpes Pepte, Chairman. 


Report of Committee to Study Question of 
Syphilis Control 
The report of this Committee of which Dr. Ennion S. 
Williams of Richmond is chairman, appeared in the 
April, 1937, issue of the MONTHLY, pages 42-46. 


Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. FRANKLIN D. Witson, 5352 Studeley 
Avenue, Norfolk. 

President-Elect—Mrs. James B. STONE, 15 Maxwell 
Road, Richmond. 

Corresponding Secretary—Mkrs. C. C. SMITH, 1219 West 
Princess Anne Road, Norfolk. 

Recording Secretary—Mkrs. F. O. PLUNKETT, 2 Riverview 
Place, Lynchburg. 

Treasurer—Mrs. ReuBpeN F. Simms, 2502 Hawthorne 
Avenue, Richmond. 

Chairman, Press and Publicity—Mrs. W. Ambrose Mc- 
Gee, 4107 Kensington Avenue, Richmond. 


Off to Roanoke! 


REASONS WHy You SHOULD Go 


When this issue of the MONTHLY reaches you, 
I hope you will already have made plans to attend 
the fifteenth annual session of the Auxiliary, to be 
held in Roanoke on October 13th. I can think of 
many reasons why you should go to this meeting, 
and I’d like to mention five very special ones. 

First: It is the loveliest time of the year to take 
a trip with your doctor through the beautiful Vir- 
ginia mountains, all dressed in their autumn colors. 
It will do you both good and perhaps he is just 
waiting for a little persuasion from you to make up 
his mind to go. You know he will enjoy meeting 
the other physicians of the State and exchanging 
ideas with them—so urge him to go for his own 
sake. 

Second: The Auxiliary awaits you with a warm 
welcome, and needs the encouragement and en- 
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thusiasm which your presence will bring to the meet- 
ing. 

Third: Our National President, Mrs. Augustus 
S. Kech, and National Program Chairman, Mrs. 
V. T. Holcombe, will be guests of honor and you 
want to hear what they have to say, and to be one 
of the hostesses to welcome them to Virginia. 

Fourth: A trophy is being given to the Auxiliary 
having the largest percentage of attendance at this 
meeting, and surely you want your Auxiliary to win 
it. 

Fifth: The Roanoke ladies are planning a de- 
lightful stay for us and we want to show our appre- 
ciation of their hospitality by our presence. All 
ladies attending the convention are invited to the 
general meeting and to the social affairs planned 
for us. So “Let’s concentrate on Roanoke.” 

RutH PENDLETON HARRISON WILSON, 
President. 


A letter from Mrs. Frank N. Haggard, President 
of the Auxiliary to the Southern Medical Association, 
expresses her regret at being unable to attend our 
Roanoke meeting as she had hoped to do. She 
urges that as many as possible of our women go 
to New Orleans for the meeting of the Southern 
Medical on November 30, December 1, 2, 3. 

R. P. H. W. 


Public Health Statistics 


I. C. Riccin, M. D., 


State Health Commissioner of Virginia. 


The report of the State Health Department’s 
bureau of communicable diseases, as compiled for 
the month of August, shows the following cases 
compared with the same month in 1936. 


1937 1936 
Typhoid and Paratyphoid________ 96 117 
Diphtheria 64 50 
Scarlet Fever 30 48 
Meningitis _ 11 14 
Poliomyelitis 11 18 
Rocky Mountain Spotted Fever... 9 20 


Typhus Fever 0 2 
Undulant Fever - 1 5 
Tularaemia 1 8 
Smallpox 0 0 
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INDUSTRIAL HYGIENE 


Tabulations, based on a statewide industrial hy- 
giene survey conducted by the Department during 
the past year, were completed recently. 

As a result of the studies, requests from industry 
are being received for more detailed investigations 
with particular reference to dust determinations. 
The total number of plants involved in the original 
inspection was 746 with a population of 87,640. 


MIDWIFE INSTRUCTION 


To eliminate the grossly incompetent midwife 
and to teach the fundamentals of cleanliness to those 
midwives who will be permitted to continue to prac- 
tice, the first of a series of midwife institutes recently 
was held in Sussex County. 

The instruction was given with the consent of the 
practicing physicians of the county, most of whom 
actively cooperated with representatives of the 
Health Department by assisting in the teaching and 
demonstration activities. With 86 per cent of all 
births in that county attended by midwives and 
with an infant mortality rate of 10 per cent, both the 
medical profession of the county and the Department 
agreed that a well-directed effort should be made 
to improve the situation. 

The midwives were instructed as a group in basic 
hygienic practices. Their limitations also were em- 
phasized. ‘What not to do,” as well as the necessity 
of bringing their patients to the clinics for prenatal 
care by a physician, was stressed. 

Through the operation of prenatal clinics in Sussex 
County during the past year, a number of midwife 
cases were discovered with toxemias and other con- 
ditions necessitating the transfer of such patients 
from midwife care to the supervision of a private 
physician. These contingencies forcefully have in- 
dicated to the midwife her limitations. Moreover, 
the importance of medical care throughout pregnancy 
gradually is being taught to the midwives, and this 
fact also is becoming increasingly recognized by the 
general public in that county. 

Similar institutes for midwives are to be held in 
the near future in selected areas of the State where 
midwife control is an acute problem. It is to be 
emphasized, however, that no attempt is being made 
to give advanced instruction, as this might create 
potential menaces in midwife practice. 
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Editorial 


The State Society Meeting. 


The Medical Society of Virginia when it meets 
in Roanoke on October 12-14 for its sixty-eighth 
session deserves to be fully attended by the medical 
profession of the State. The state society meeting 
affords a unique opportunity for rubbing elbows 
with colleagues who feel and think as you do. It is 
distinctly a family party. It offers an occasion for 
some to pass on to others the benefits of study, in- 
vestigation and bedside trial. It is a chance for 
many to learn from the opportunity of others. It 
is an open invitation to all to discuss their problems 
upon the floor, in the ante room, at table, and even 
in the privacy of sleeping quarters. For many it is 
a time of rest and recreation. For all it is a golden 
chance to put zest and life and power into organized 
medicine as expressed in the state society and there- 
by to make organized medicine a more useful and 
effective agency in the socio-economic revolution, 
whose day by day development we are called upon 
to live through. 


Paul B. Hoeber. 


The recent news of the death of Paul B. Hoeber 
will bring genuine expressions of sorrow from the 
many admirers of the late publisher of the Annals 
of Medical History. We are reminded of his splen- 
did, often self-sacrificing, contribution to the pub- 
lication of good medical books, especially those re- 
lating to the history of medicine. It is reassuring 
that Harper and Brothers have announced their pur- 


pose of continuing his medical publications upon the 
same high plane of service and technical perfection. 


Another Pneumonia Cure. 


In a recent issue of the American Journal of 
Medical Sciences, J. A. Wilson and W. C. Carey 
report the results of the administration of parenteral 
liver extract in pneumonia. Over a period of three 
years these investigators treated thirty cases of pneu- 
monia (streptococcus, staphylococcus and pneumo- 
coccus) with a mortality rate of 17 per cent. They 
administered liver extract in doses varying between 
2 c. c. and 4 c. c. deep into the gluteal muscle 
every six or eight hours. The results were increased 
leucocytosis and urinary output. This is of course 
too small a series from which to draw any con- 
clusions but it again emphasizes upon what a wide 
front research in pneumonia therapy is now oper- 
ative. 


George H. Simmons 

The eighty-five-year-old emeritus editor and gen- 
eral manager of The Journal of the American Medi- 
cal Association is no more. A recent edition of The 
Journal of the American Medical Association enu- 
merated the vast services of Dr. Simmons to organ- 
ized medicine. 

As an instigator and organizer of new movements 
he achieved much. He was largely responsible for 
the present set-up of the A. M. A. and for the present 
enormous subscription lists of The Journal of the 
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Association, for the conception and creation of a 
number of allied publications, for the Quarterly 
Cumulative Index, for Hygeia, for the Council on 
Pharmacy and Chemistry, and for much of the 
Association’s propaganda and reform. 

The Journal of the American Medical Association 
describes him as alert and fearless. “His work for 
the American Medical Association was characterized 
by intelligence, unselfishness, integrity and righteous- 
ness. . . . Unquestionably he was the greatest factor 
in his generation in the development of the American 
Medical Association and the profession it repre- 
sents.” 


Medicine and the Social Revolution in 

Mexico. 

When an American physician recently called upon 
Mexico’s Director of Rural Hygiene and Sanitary 
Service, Dr. Angel de la Garza Brito, he expected 
to be given some statistical information regarding 
the present health situation in Mexico. When he 
emerged from Dr. Brito’s office in the impressive 
Depzrtmento de Salubridad where the Director keeps 
a score of clerks and assistants busy, the visitor had 
been given few figures but he felt he had in the 
course of an hour’s conversation obtained a fairly 
comprehensive view of the present Mexican govern- 
ment’s socio-economic program as it touched the 
health of sixteen million people. 

Dr. Brito hastened to explain to his caller that 
his department was in charge only of the rural popu- 
lation, adding however that 90 per cent of the people 
might be classified as rural. Before offering a de- 
tailed explanation of the plans and purposes of his 
department for this large fraction of the nation, he 
commented interestingly upon the practice of medi- 
cine in the cities. Mexico appears to have too few 
physicians, but, as in our country, the chief diffi- 
culty is one of distribution. Although 90 per cent 
of Mexicans live in the country, 90 per cent of 
Mexico’s doctors are to be found in her cities. 
Mexican physicians as a whole are poorly paid. 
Young doctors, cutting their teeth in rural practice 
in the government service, receive as little as five 
pesos a day. Even in the City of Mexico, where 
there are some 2,000 doctors, only about 200 of 
them may be said to be remunerated adequately. In 
spite of the many revolutions that have come to 
Mexico in recent years and the rise of the worker 
with the slogan “land and liberty,” the medical pro- 
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fession does not appear to have lost caste. The 
doctor of education and pleasant address is sti!! 
respected and sought after. 

It would be strange indeed if Mexico, which has 
so recently turned her social pyramid upside down, 
should not be attempting to include medicine in her 
vast experiment. In the cities, where doctors are 
numerous and still exert influence, it has not seemed 
wise to attempt to upset the status quo, although 
very shortly health and hospital insurance on a 
national scale is expected to include a hitherto 
exempt urban population. For the present, Mexico 
is watching the mistakes of other countries along 
these lines and when she chooses her plan she will 
attempt to avoid their pitfalls. 

In the rural districts the socially minded health 
department of the government has found virgin soil 
for what appears to be fruitful experimentation. In 
outlining the rural hygiene and sanitary services in 
the states, Dr. Brito explained that whereas the 
government would like to confine its activities to 
preventive medicine it has been unable to do so 
because the people of the rural communities and 
their officials are at present unable to view medicine 
except as a curative agent. For this reason, it was 
explained, the government is actually practicing 
medicine all over Mexico. 

At the present time there is no single unified 
rural health program of the Federal government. 
Three separate plans are being tried. Under the 
first, all the expense of a given rural health service 
is paid for by the Federal government. The ma- 
jority of the government’s contribution to medicine 
falls under this plan which is really state medicine. 
Under the second plan the people of a community 
entirely support the local medical service. This is 
spoken of as social medicine. In other instances 
one finds in operation a combination of the two 
plans set up on such a basis that in general the 
State contributes 20 per cent, the Federal government 
40 per cent and the people of the community 40 
per cent. Although still far from its objective the 
government admittedly prefers to establish every- 
where the second type of service. 

In determining its method of operation the gov- 
ernment first makes a survey of a community, 
gathering information concerning geography, topog- 
raphy, water supply, sewerage disposal, etc., as well 
as the willingness and ability of the people to pay 
for the service needed. On the basis of such a 
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survey a local health unit is set up. In most in- 
stances this consists of a physician, a nurse who 
is usually a midwife, a clerk who is usually a 
pharmacist, and a janitor. Quarters are provided 
in most instances by reconditioning an already exist- 
ing building. In some instances new buildings have 
been erected. Usually these are of simple construc- 
tion designed to afford living quarters for the staff, 
examination and operating rooms, and a small ward 
of three or four beds. Such a unit functions as a 
clinic and small hospital. Where the demand and 
the means justify it, units are larger and include 
the various specialties. Last year there were sixty- 
four units in operation. This year they have been 
increased to one hundred and thirty. 

Illustrative of the difficulties of the task of rais- 
ing the standard of medical care among the rural 
population (Indians), Dr. Brito told this experi- 
ence: a government physician attended a native 
dance in one of the villages (ejidos) of southern 
Mexico and during the course of the evening danced 
with a betrothed Indian girl. The jealousy of the 
fiancé was aroused, a row ensued and the engage- 
ment was broken. In the emotional upset that fol- 
lowed the girl attempted suicide but only succeeded 
in fracturing her femur and pelvis. Federal 
physicians came to the rescue and under skilled 
orthopedic care the fractures healed but a restitution 
of function did not occur. Although the causative 
hysteria was recognized and dealt with in the ap- 
proved manner the girl remained unable to walk. 
This distressing situation continued until her family 
sought permission to call in the Medicine-man of 
the village. With the ritual common to such persons 
he put the disabled girl through an impressive cere- 
mony which included the actual burning in her 
presence of the underwear of the physician who had 
caused all the trouble. The beneficent effect of this 
performance was immediate and in three days the 
girl was able to walk again. 

When questioned concerning some of the specific 
health problems that confront his nation, Dr. Brito 
explained that he regarded tuberculosis as on the 
wane although the government was doing practically 
nothing about it. He believes no one has yet found 
the real solution of the venereal disease problem in 
his country. The prostitute population of Mexico 
City is said to be ten times larger than that of 
Paris and 60 per cent of the people are said to 
have venereal disease. Typhoid is a disease whose 


incidence cannot be affected favorably in Mexico 
until improvement in the water supply of rural 
communities can be achieved. There is less small- 
pox in Mexico than in the United States. The 
reason is obvious. Last year eight million persons, 
one-half of the population, were vaccinated against 
smallpox. Dr. Brito regards malaria as Mexico’s 
Public Health Enemy No. 1, and indicated graph- 
ically upon a map the high incidence of the dis- 
ease, particularly in the States of Yucatan and San 
Luis Potosi. He felt that the solution of this prob- 
lem was entirely one of engineering and until 
swamps could be drained malaria would continue. 

Commenting upon medical education in Mexico, 
where the M. D. degree is granted only after six 
and a half years which include a year of hospital 
interneship and six months of social service in rural 
communities, Dr. Brito said that its fault, if there 
was fault, was in the lack of emphasis upon bed- 
side instruction and in the tendency of the Uni- 
versity to develop a theoretical type of doctor. The 
Director of Rural Hygiene and Sanitary Service was 
singularly frank in discussing the dearth of nursing 
facilities in Mexico, indicating not only that facil- 
ities for training nurses in Mexico were inadequate 
but that class distinctions and years of intellectual 
subjugation had robbed the nursing profession of 
needed confidence and dignity. Steps were being 
taken to correct the situation, he said, and many 
Mexican nurses to better themselves are now study- 
ing in foreign countries. 

To understand this nation-wide experiment in 
social medicine one must view it in the light of 
Mexican history, against a background of cen- 
turies of Aztec civilization, three hundred years 
of Spanish colonial history, one hundred years of 
independence marked by revolution and counter 
revolution, and a few years of comparatively 
peaceful progress. One must view it too in the light 
of ethnic complications, remembering that the popu- 
lation of Mexico is now 10 per cent white, 20 per 
cent Indian, and 70 per cent mestizo. One cannot 
escape the conviction that the future of Mexico is 
for the Indian, for those three million pure breed 
Indians who still exist and follow much the same 
manner of life as their ancestors were following 
when Cortes first exposed their civilization to view, 
and for that vastly larger number who, though a 
mixture of white man and red, are nevertheless dom- 
inated by the Indian tradition conferred upon them 
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by a strong and peculiarly effective maternal in- 
fluence. 


In the past the United States has not been any 
too willing to learn lessons from smaller neighbors, 
but today her doctors can well afford to ponder the 
flexibility, the variety and completeness of this 
neighbor’s health program and the inevitability of 
government control of a nation’s health where organ- 
ized medicine shows no disposition to do the job 
at hand. 


Tampering With the Nation’s Health. 


David Lawrence in the New York Sun, August 
26, 1937, calls attention to the Federal Government’s 
“foot within the door,” in an article which inter- 
prets the group insurance plan of the Government 
for employees of the Home Owners Loan Corpor- 
ation and the Federal Home Loan Bank Board as 
an entering wedge to a far more extensive plan of 
socialized medicine. Says Mr. Lawrence: 


“Like all New Deal ‘experiments,’ the plan to pro- 
vide medical care by the group method is limited in 
scope at first. It is to apply for the present to the 
employees here of the Home Owners Loan Corporation 
and the Federal Home Loan Bank Board, but it is so set 
up that it can just as readily be extended to all the 
117,000 Federal employees here and the 700,000 or 
more Government employees throughout the country. 

“Doctors have long suspected that the New Deal 
would seek to introduce ‘socialized medicine,’ but as- 
surances to the contrary have come as usual from time 
to time from high quarters. The importance of the 
new experiment will be minimized in official quarters 
so as to discourage opposition and the plan will be 
compared to various group health plans in private in- 
dustry. But the new organization, nevertheless, is 
directly in line with what has been urged by persons 
inside the administration who see the job possibilities 
and patronage potentialities of a medical bureaucracy 
in the Government. The latest step, therefore, may be 
taken to mean that the campaign for ‘socialized med- 
icine’ has begun. . 

“The objections to this form of medical care are 
numerous and the best testimony is that which comes 
from experts who have studied the health insurance 
systems abroad. 

“Thus, Sir E. Farquhar Buzzard, president of the 
British Medical Association, said recently in a public 
address: 

“*The chief flaw in a badly organized service, such 
as that which has evolved in this country during the 
last century, is lack of time, and both the general prac- 
titioner and the consultant, in order to earn a living 
wage, are frequently obliged to undertake far more 
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work than they can deal with efficiently in the hours 
at their disposal.’ 

“Regarding Germany, Dr. Paul G. Frank, another 
authority, says: ‘For almost thirty years I have worked 
as a German panel doctor under the conditions of com- 
pulsory health insurance, and for many years I was a 
member of the physicians committee. During this 
period I witnessed a deterioration of the medical pro- 
fession. It came about by the removal of the sanctions 
of preferment by skill and the substitution of prefer- 
ment to convenience.’ 

“The same line of reasoning is expressed by Dr. 
William J. Mayo of the Mayo Brothers Clinic in Min- 
nesota, who wrote recently: 

“We of the medical profession are determined that 
we will not be subjected to political interference. We 
will not sacrifice the spiritual values of our profession 
for the small material gain held out to us by political 
and social experimenters who are attempting now to 
control the practice of medicine. We refuse to be 
dictated to by men who are not physicians, who do not 
understand the sacred obligation of physicians and their 
patients.’ 

“The way ‘socialized medicine’ would develop would 
be to discourage younger men from going into the med- 
ical profession and take away from those who have 
built up a practice many of the patients who ordinarily 
come to them. 

“It is true a large number of doctors would have to 
be employed by the Government in any national scheme 
of ‘socialized medicine,’ but the selection of these doc- 
tors by a political spoils system would only be a worse 
step than the application for Government jobs of doctors 
not good enough to build for themselves a firm reputa- 
tion and adequate practice in their own communities. 
If, for instance, all Government employees in Washing- 
ton were to be cared for medically under some sort of 
group plan run by the Government, why should any 
good doctors stay here? Why should any new ones 
come here from the best medical schools to replace 
those who are retiring? I mmediately there would be a 
destruction of incentive and a breakdown in the quality 
of medical care available to the people of this whole 
community. 

“The new plan to be put into effect next month by 
‘The Group Health Association’ among the Home Loan 
Corporation employees calls for payments of $3.30 a 
month for men with families and $2.20 a month for 
single persons. 

“The service,’ it is promised by one of the officials 
in charge, ‘will include medical and surgical examina- 
tions, including examination in special departments, 
such as eye examinations, laboratory tests and X-ray 
examinations. In each case, complete medical and 
surgical care will be given. 

“*Hospitalization is to be given in a semi-private 
room for a period of three weeks during a single ill- 
ness, without additional charge.’ 

“The staff of the new clinic is to be headed by Dr. 
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ITs Henry R. Brown of the tuberculosis division of the “Dr. Winslow also quotes Dr. Jacob L. Moreno, who 

Veterans Administration and it is planned to hire a is an authority on the Austrian experience, as saying: 
er staff of about six or seven physicians. “‘No physician is capable of properly treating the 
ed “The charter of the new organization is not re- large number of patients sent him under sickness in- 
n- stricted to the employees of the Federal Home Loan surance. He is forced to evolve some mass production 
a Bank Board and Home Owners Loan Corporation who plan of operating his office to run people through his’ 
jis are to participate in the group health scheme, but, if mill as fast as possible. The ‘rush’ system of handling 
O- successful, the project can be extended to all Govern- patients is inevitable. When the technic of getting them 
ns ment employees inside and outside of the national in and out fast is perfected, the doctor begins to lose 
r- capital. The dues do not include cost of medicines, that intangible something which is vital to both him- 

drugs and surgical appliances nor the expense of dental self and his patients—his morale. I do not know any 
r. work, oxygen tanks, radium and deep X-ray treat- doctor who remained long at this sort of practice in 
n- ments, blood transfusions or special nursing service. Austria who did not become hardened.’ 

It is not planned to treat certain types of surgical or “The New Deal has not hesitated to tamper with the 
at nervous disorder cases or to furnish treatment after economic system, to tamper with the judicial system, 
‘e the medical director recommends confinement in an and now is reaching out to tamper with the health 
n institution in mental, tubercular, drug or alcohol ad- system of the country. Inasmuch as the Roosevelt 
il diction cases. administration has encouraged a group of office-hold- 
‘0 “The whole experiment, however, beginning now ing lawyers to seek to undermine the American Bar 
e on a small scale, dovetails with reports current last Association, it would not be surprising, therefore, if 
rt November that the Social Security Board was studying the administration, in order to make some sort of show- 
ir the possibility of adding a national health insurance ing of approval by members of the medical profession, 

project as a part of its program. Comprehensive health encouraged the formation of a rival to the American 
d insurance, of course, would be borne by the taxpayers Medical Association to be made up either of doctors 


and it is estimated as likely to cost 5 per cent of pay 
rolls. The Social Security Board has authority to make 
research studies on ‘related subjects’ and health insur- 
ance is held to be one of these. 

“The New Dealers are seeking to pattern their plans 
on projects in foreign countries, but prominent Amer- 
ican physicians, like Dr. Floyd S. Winslow, president 
of the Medical Society of the State of New York, says 
of the experiences of the Europeans: 

“Many physicians are required to see forty to sixty 
patients a day—some average 100. This is far too 
many. Why do not British doctors complain? It 
should be remembered that health insurance has existed 
as part of the Government in England since 1911. 
British physicians who see its great defects are ‘cagey’ 
in their public statements derogatory of a system in 
which so many physicians and bureaucrats are de- 
pendent.’ 


ambitious for jobs, or doctors who haven’t made good 
in their communities, who do nof have the gumption 
or initiative to undertake the hazards of private prac- 
tice, and who prefer instead the ‘security’ of politically 
made and bureaucratic jobs. America’s death rate, if 
the Southern States where large Negro populations live 
are eliminated, will be found to be lower than that of 
any of the countries where Government insurance 
schemes prevail. Likewise four of the leading coun- 
tries which have the lowest death rates do not have 
compulsory health insurance. They are Australia, 
Union of South Africa, New Zealand and Canada. 
In South America, Chile, which has compulsory health 
insurance, has a death rate of 26 per thousand in- 
habitants every year, while Argentine has 11 per thou- 
sand and Uruguay 10 per thousand, and neither of 
these last two countries has a Government insurance 


system.” 


Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 


Annual Meeting of the Department. 


The annual meeting was held at the Richmond 


the regular members of the Department, there were 
present Dr. Hutcheson, President of the Medical 


Academy of Medicine Building on Monday, August Society of Virginia and ex-officio member of the 
23, at 12:00 o’clock. The following members of Department; Dr. F. O. Plunkett, Chairman of the 
the committee were present: Dr. Moncure, Dr. Maternal Welfare Committee; Dr. Bowyer of 
Hamilton, Dr. Riggin, Dr. Sutton. In addition to Stonega; Dr. Carson of the State Department of 
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Health; G. B. Zehmer, Executive Secretary, 
and Jno. A. Rorer, Assistant Executive Secretary. 
Dr. Moncure read a letter which he had received 
from Dr. Hutcheson, suggesting that short courses 
be given in such subjects as heart and chest dis- 
eases. This suggestion met with the approval of 
the members present. A motion was passed request- 
ing the Medical Society of Virginia to urge the two 
medical schools to undertake postgraduate medical 
instruction through extension courses. In this con- 
nection it was suggested that the two Medical Col- 
leges might furnish instructors for short courses, 
such as those suggested by Dr. Hutcheson, to be held 
in various centers in the State. A resolution was 
passed asking the Medical Society of Virginia for 
an increased appropriation to help defray the ex- 
pense of such courses. Fees of from $5.00 to $10.00 
would be charged doctors who subscribed to the 
courses to enable the additional expenses to be taken 
care of. The opinion was expressed that eventually 
the two medical schools should assume major re- 
sponsibility for all the postgraduate medical in- 
struction carried on in the State. 

The resignation of Dr. J. M. Arena who has 
served as clinician in pediatrics during the past 
year was accepted, and the executive secretary was 
instructed to write a letter of appreciation to Dr. 
Arena for his services. Dr. Robert B. Hightower of 
Mississippi was elected to succeed Dr. Arena. 


Postgraduate Courses. 


During the past month a combined course in 
pediatrics, obstetrics and gynecology has been held 


[ October, 


in Washington, Smyth, Wythe, Grayson, and Car- 
roll counties. Meetings were held at Galax, Wythe- 
ville, Marion, and Abingdon. Dr. Arena, the pedia- 
trician, and Dr. Shamburger, clinician in obstetrics 
and gynecology, were both present at a number of 
the meetings. From reports which have thus far 
been received, it seems that the combination course 
meets with greater approval than separate courses. 
Accordingly such courses will be arranged whenever 
possible in the future. 

As has been reported, Dr. Arena, the clinician 
in pediatrics, has resigned and Dr. Robert B. High- 
tower of Mississippi has been elected to take his 
place. At the present time Dr. Hightower is con- 
nected with the Harvard Medical School and will 
not be able to obtain his release until December 1, 
at which time he will begin his duties in Virginia. 
Dr. Hightower is already known in Virginia and is 
highly recommended by his former instructors botlr 
at the University of Virginia Medical School and at 
the Harvard Medical School where he has been for 
the last two years. 

During the coming month a postgraduate course 
in obstetrics and gynecology has been arranged for 
the counties of Pulaski, Montgomery, and Giles. 
Physicians from the adjoining counties of Floyd 
and Bland have been invited to attend this course. 
Meetings have been arranged for Pulaski, Chris- 
tiansburg, Blacksburg, and Pearisburg. 

The activities of the Department of Clinical and 
Medical Education for the past year are reported in 
the annual report of the Executive Secretary which 
occurs elsewhere in this issue of the MONTHLY. 


Proceedings 


of Societies 


Fourth District Medical Society. 
The annual meeting of the Fourth District Medi- 
cal Society was held at the Southside Community 
Hospital, in Farmville, on August 31st. The pro- 
gram consisted of talks by Dr. Porter P. Vinson of 
Richmond; Drs. R. A. Moore, T. G. Hardy, and 
H. B. Holsinger of Farmville; and Drs. F. J. 
Wright, Jr., and D. D. Willcox, of Petersburg. 
Dr. J. L. Hamner, Mannboro, was elected presi- 
dent for the coming year; Dr. L. H. Hoover, Clarks- 
ville, and Dr. C. G. O’Brien, Appomattox, vice- 
presidents; and Dr. C. E. Martin, Emporia, secre- 


tary-treasurer (re-elected). Dr. Wright Clarkson 
was also re-elected chairman of the Steering Com- 
mittee. 


This meeting was followed by dinner at the hos- 
pital. 


Southwestern Virginia Medical Society. 

At the meeting of this Society held at Mountain 
Lake, September 3-4, under the presidency of Dr. 
J. J. Giesen of Radford, Dr. P. S. Smith, Abingdon, 
was elected president; Dr. H. W. Bachman, Bristol, 
vice-president; and Dr. James King, Radford, secre- 
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tary treasurer. Dr. Bachman is the retiring secre- 
tary-treasurer. 


Princess Anne County Medical Society. 

At the last meeting of this Society, Dr. H. F. 
Dormire was elected president and Dr. Waller Taylor 
secretary. Both officers are of Virginia Beach. 


The Orange County Medical Society 

Held its regular monthly meeting with a good 
attendance on September 3rd in the office of Dr. 
G. R. Elliott at Orange. Dr. E. B. Dovell, Union- 
ville, who was elected to membership, gave a resumé 
of cases observed by him recently while at the Boston 
General Hospital. Routine round-table discussions 
of interesting cases were followed by a business 
session at which the delegate and alternate to the 
State meeting were elected. 

Dr. O. N. Shelton and Dr. G. R. Elliott, both 
of Orange, are president and secretary, respectively, 
of this society. 


Richmond Academy of Medicine. 

The fall season of the Academy opened on Sep- 
tember 28th, when Dr. Richard H. Overholt of 
Boston, Mass., addressed the membership on “The 
Surgical Treatment of Primary Carcinoma of the 
Lung.” Dr. Overholt is at present on the staff of 
the New England Deaconess Hospital and the New 
England Baptist Hospital in Boston and is also 
consulting thoracic surgeon to the New Hampshire 
State Sanatorium, the Essex County Sanatorium, 
and is surgeon of the Lahey Clinic, Boston. Also 
on the program were Dr. Marshall Gordon who read 
a paper “Sulfanilamide in the Treatment of Gonor- 
rhea” and Dr. Dean B. Cole, whose paper was 
entitled “Twelve Years’ Experience with the Use 
of Iodized Oil.” The meeting was followed by the 
usual buffet supper. 

The medical exhibit “Two Hundred Years’ Pro- 
gress in Medicine,” which has been displayed since 
May in the Academy of Medicine Building and the 
Library of the Medical College and has attracted 
over 12,000 visitors, closed officially October 1st. 


The James City-New Kent County Medical 
Society 
Held its last meeting on the evening of August 
12th at Toppings Tourist Camp, Williamsburg, Va., 
with the following members present: Drs. E. B. 
Kilby and A. M. Sneed of Toano, Drs. J. R. Tucker, 
L. V. Henderson, E. T. Terrell, B. I. Bell, T. B. 
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Henderson, J. M. Henderson and R. J. Hutchings 
of Williamsburg. The guests of the evening were 
Drs. E. L. Alexander and E. B. Mewborne of New- 
port News, Dr. Alexander being the guest speaker. 
Delegate and alternates to the State meeting were 
also named at this time. 

It was decided to hold the next meeting of the 
Society in Toano on Thursday, October 7th. 


The Hanover County Medical Society 

Held its bi-monthly meeting on September 7th, 
with Dr. Judson Vaughan, president, presiding. 
Papers were presented by Dr. T. Eldridge Stanley 
of Montpelier and Dr. Edwin Vaughan of Ashland. 
Dr. Hugh B. Magill, newly-elected director of the 
Hanover County Department of Health, is a new 
member of this society. Dr. T. E. Stanley is secre- 
tary. 


The Lynchburg Academy of Medicine, 

Met in regular session at the Elk’s Club in that 
city on September 6th, with the president, Dr. John 
W. Davis, presiding. Dr. C. C. Haskell of Rich- 
mond presented an interesting paper on the drug 
Sulfanilamide which was generally discussed. Fol- 
lowing this, two reels from Davis and Geck Supply 
Company on Total Thyroidectomy were presented. 


The Piedmont Medical Society 

Met at Lovingston, Va., June 17th, as guests of 
the Nelson County Medical Society. The program 
consisted of a symposium on pneumonia, as follows: 
Essentials of Bacteriology and Immunity by Dr. 
Oscar Swineford, Jr.; Treatment by Dr. H. B. Mul- 
holland; and Surgical Aspects of Complications and 
Sequelae by Dr. E. C. Drash. These doctors are 
from the University of Virginia. 

At the business meeting, the following officers 
were elected: President, Dr. O. N. Shelton, Orange; 
vice-president, Dr. E. C. Drash, University; and 
secretary-treasurer, Dr. H. S. Daniel, Louisa. Drs. 
R. D. Hollowell, Charlottesville; M. D. Foster, 
Stanardsville, and W. H. Parker, University, were 
elected to membership. 


Southside Virginia Medical Association. 
The regular quarterly meeting of this Association 
was held at the Piedmont Sanatorium, Burkeville, 
on September 14th, under the presidency of Dr. 
G. M. Naff, Emporia. The program included talks 
by Drs. A. Stephens Graham, W. L. Peple, S. W. 
Budd, William Jordan, and Harry Warthen, of 
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Richmond; Dr. J. Bolling Jones, Petersburg; and 
Dr. W. Holmes Chapman, Suffolk. Following the 
business meeting, dinner was served the members 
and their guests in the administration room of the 
Sanatorium. 
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Auxiliary Entertains Doctors. 

The Auxiliary of the Accomac-Northampton 
Counties Medical Societies entertained the doctors 
of these two counties at a beach picnic on Wednes- 


day, September 1st. 


News 


Notes 


Roanoke—Mecca for Virginia Doctors in 

October. 

Programs for the sixty-eighth annual meeting of 
the Medical Society of Virginia should be in hands 
of all members. From these it will be noted there 
are many features of interest, including the clinics 
on Tuesday afternoon, addresses by our two guests, 
Dr. Russell Cecil and Dr. Thomas Parran, Round 
Tables on Wednesday afternoon, a get-together din- 
ner that evening, papers by members on a variety of 
subjects, and the golf tournament for the golfers. 
There are a larger number of scientific and techni- 
cal exhibits this year than for sometime and they 
are well worth a visit from each member. Make a 
point to see all of them. 

A feature not included in the program is the 
motion picture, “The Birth of a Baby”, sponsored. 
by the Maternal Welfare Committee of the Society 
and open to all members and visitors. A notice 
about this is given in this issue of the MONTHLY. 

Attendance at this meeting will mean a time for 
relaxation with something to interest or entertain 
you all the time. Hotel Patrick Henry is head- 
quarters for the meeting but there are other hotels 
and a number of excellent rooms. Make your plans 
to attend and bring the ladies with you. 


Delegates to the Roanoke Meeting. 

We give below the names of the delegates and 
alternates whose names have been reported to this 
time. A few societies have not yet reported but it 
is hoped they may send their delegates to Roanoke 
with proper credentials. Members of the Council 
are automatically members of the House of Dele- 


gates. 
Delegate Society Alternate 
AccoMAC 
Dr. W. M. Burwell Dr. O. R. Fletcher 
ALBEMARLE 


Dr. J. C. Flippin 
Dr. A. D. Hart 


Dr. Percy Harris 
Dr. E. D. Davis 


Delegate Society Alternate 

ALEXANDER 

Dr. H. A. Latane Dr. W. B. Wilkins 

ALLEGHANY-BATH 

Dr. I. T. Hornbarger Dr. G. A. Torrence 

Dr. N. B. Jeter Dr. B. R. Hudnall 
ARLINGTON 

Dr. S. T. Noland Dr. W. C. Welburn 
AUGUSTA 

Dr. Guy R. Fisher 

Dr. A. F. Robertson 

BEDFORD 

Dr. W. V. Rucker Dr. D. H. Robinson 
BoTEeTOoURT 

Dr. S. F. Driver Dr. W. N. Breckinridge 
CULPEPER 

Dr. D. W. Kelly Dr. O. K. Burnette 

DANVILLE-PITTSYLVANIA 
Dr. I. C. Harrison Dr. P. W. Miles 
Dr. L. E. Fuller Dr. J. B. Doss 
DicKENSON-BUCHANAN 

Dr. Paul Q. Daniel 

Dr. T. C. Sutherland 
FAUQUIER 

Dr. M. B. Hiden Dr. Wade C. Payne 

FourtH District 

Dr. H. C. Rucker Dr. J. L. Hamner 

Dr. W. C. Harman Dr. F. N. Mallory 

Dr. E. J. Haden Dr. P. E. Tucker 

Dr. N. P. Snead Dr. E. B. Nuckols 

Dr. G. S. Fultz Dr. H. C. Jones 

Dr. G. M. Naft Dr. M. H. Tredway 

Dr. H. B. Showalter 


Dr. W. W. Wilkinson 

Dr. J. M. Hurt Dr. J. A. B. Lowry 

Dr. R. A. Moore Dr. T. G. Hardy 
Dr. J. H. Smith 

Dr. O. L. Jones 

Dr. B. H. Knight Dr. F. E. Steere 

Dr. T. S. Jennings Dr. W. D. Prince 
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Society 
HALIFAX 
Dr. L. P. Bailey 


Delegate 


R. H. Fuller 


HANOVER 


J. A. Wright De. A. C. Ray, je. 
James City-New Kent 
F. R. Person Dr. E. T. Terrell 
Dr. A. M. Snead 
Dr. E. B. Kilby 
LoupouNn 
W. O. Bailey Dr. W. H. Turner 
Louisa 
H. G. Byrd Dr. T. E. Stanley 
LyNCHBURG ACADEMY 
W. T. Pugh Dr. F. O. Plunkett 
J. R. Gorman Dr. S. E. Oglesby 
Hawes Campbell 


R. D. Bates 

J. M. Gouldin 

W. P. Jones 

H. A. Tabb 

R. R. Hoskins 

J. R. Parker 
Clarence Campbell 


NELSON 
Dr. H. G. Dickie 


NorFOLK 
Dr. C. J. Andrews 


. C. C. Smith Dr. M. H. Todd 

. N. G. Wilson Dr. C. L. Harrell 

. F. H. Redwood Dr. P. St. L. Moncure 
. Foy Vann Dr. M. S. Fitchett 


NORTHAMPTON 
Dr. J. M. Lynch 


NORTHERN NECK 


Dr. L. S. Liggan 
Dr. L. E. Cockrell 


Dr. W. N. Chinn 
Dr. J. Hi. Hare 
NORTHERN VIRGINIA 
Dr. J. B. McKee Dr. P. W. Boyd 
Dr. C. O. Dearmont Dr. Frank Tappan 
Dr. C. H. Armentrout Dr. J. P. Snead 
Dr. George Long Dr. Thomas Amiss 
Dr. Elizabeth Sherman Dr. O. W. Carper 
Dr. F. C. Downey Dr. H. W. Miller 
ORANGE 
Dr. O. N. Shelton Dr. Lewis Holladay 
PATRICK-HENRY 
Dr. B. A. Hopkins Dr. F. B. Teague 
Dr. C. R. Titus Dr. J. T. Shelburne 


Alternate 


Dr. Ira Hancock 


Society Alternate 


PRINCESS ANNE 
Dr. Waller Taylor 


Delegate 


RicHMOND ACADEMY 


Dr. M. P. Rucker Dr. Frank Johns 


Dr. K. S. Blackwell Dr. A. I. Dodson 

Dr. M. M. Pinckney Dr. T. D. Davis 

Dr. William Bickers Dr. J. S. Horsley, Jr. 
Dr. F. P. Fletcher Dr. R. F. Simms 

Dr. A. E. Turman Dr. Kinloch Nelson 
Dr. Emory Hill Dr. R. A. Nichols, Jr. 
Dr. I. A. Bigger Dr. W. R. Jordan 


Dr. Carrington Williams 
ROANOKE ACADEMY 


Dr. C. H. Peterson Dr. George Hurt 
Dr. W. L. Powell Dr. Alvah Stone 
Dr. F. A. Farmer Dr. B. P. Seward 


ROCKBRIDGE 


Dr. E. P. Tompkins Dr. F. L. Thurman 


RocKINGHAM 
Dr. Ashby Byers Dr. J. D. Miller 
ScoTrT 
Dr. N. W. Stallard Dr. R. W. McConnell 
SOUTHAMPTON 


Dr. R. L. Raiford Dr. Morgan B. Raiford 


SOUTHWESTERN 
Dr. M. B. Caldwell Dr. A. B. Greiner 
Dr. W. H. McCarty Dr. R. H. Harrington 
Dr. R. M. DeHart Dr. James King 
Dr. R. F. Thornhill Dr. G. W. Skaggs 
Dr. R. R. Goad Dr. J. Glenn Cox 
Dr. Beverley F. Eckles Dr. V. O. Choate 
Dr. H. W. Bachman Dr. J. C. Motley 
Dr. S. A. Tuck Dr. E. S. Carr 


Warwick 


Dr. E. L. Alexander Dr. T. C. Lawford 


WISE 


Dr. G. W. Botts Dr. F. S. Givens 


Have You a Medical Question You Wish 

Solved? 

If so, write it out and send it to the chairman of 
the Round-Table Discussion under whose subject 
it comes, or send it to the office of the Society, signed 
or unsigned, and it will be referred to the proper 
Round Table for the Roanoke meeting of the State 
Society. Subjects for the Round Tables are listed 
in the program which has been sent each member 
of the Society. . 

Members are being asked for these questions upon 
request of several chairmen who wish the Round 
Tables to be interesting and of value. It is suggested 
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that questions be made brief and as direct as pos- 
sible. 


An Invitation to Members and Visitors of 
the Society. 

Dr. Louis F. Verdel, Chief Medical Officer, has 
extended an invitation to all members and visitors 
to the annual meeting of the Medical Society of 
Virginia to visit the Veterans Administration Facil- 
ity at Roanoke, Virginia. This is an institution 
maintained by the Government for the care of 
nervous and mental diseases. 


“The Birth of a Baby”. 

As its contribution to the program of the Roanoke 
meeting of the State Society, the Maternal Welfare 
Committee has secured the use of the motion picture 
film, “The Birth of a Baby”. This is a full length 
“talkie” that was made under the auspices of the 
American Committee on Maternal Care. The per- 
formers are regular movie actors and actresses, the 
principals being a young married woman and a 
well-trained country doctor. The story brings out 
the essentials of prenatal and home delivery care. 
The film was first shown at the meeting of the 
American Medical Association in June and was very 
much complimented. It will be shown at the Amer- 
ican Theater in Roanoke at 9:30 a.m. on October 
13th, and admission will be free. 


Committee Reports. 

Reports of the various committees of the Society 
to have consideration of the House of Delegates at 
the sixty-eighth annual session of the Society in 
Roanoke, October 12-14, appear under the heading 
of Reports in this issue of the MONTHLY. Delegates 
and alternates are asked to read these carefully so 
as to be prepared to discuss and act upon them 
promptly when brought up for action by the Presi- 
dent. Their cooperation in this will expedite the 
proceedings of the House and give members more 
time for attending scientific sessions and exhibits. 

Chairman of committees are expected to attend 
the meetings of the House at which their reports 
are considered to enter into any discussions incident 
to them. 


Health Officers Study at Johns Hopkins. 

Dr. S. D. Gardner, health officer of the Valley 
Health District, Luray, has returned to Johns 
Hopkins School of Hygiene to complete his year of 
post-graduate study. 
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Dr. Mack I. Shanholtz, health officer of Wash- 
ington County Health Unit, Bristol, Dr. Charves 
L. Savage, health officer of the Buchanan-Russell- 
Tazewell District, Richlands, and Dr. J. B. Porter- 
field, health officer of the Peninsula Health District, 
Williamsburg, also have gone to Johns Hopkins 
School of Hygiene and Public Health for advanced 
study. 

The instruction of staff members has been made 
possible through funds furnished by the United 
States Public Health Service to the State Depart- 
ment of Health. 


The Southern Psychiatric Association 


Will hold its annual meeting in San Antonio, 
Texas, October 8 and 9. There will be a number of 
outstanding speakers on neuro-psychiatric subjects, 
among whom we note the names of Dr. Walter J. 
Otis, an alumnus of the Medical College of Virginia 
and now psychiatrist-in-chief to DePaul Sani- 
tarium, New Orleans, La., and Dr. Raymond S. 
Crispell, clinical professor of neuro-psychiatry at 
Duke University, Durham, N. C. 


Dr. Benjamin W. Rawles, Jr., 

Of the University of Virginia, class of ’30, after 
several years spent as resident surgeon at the Jersey 
City Medical Center, has located in Richmond, Va., 
his former home, where he will limit his work to 
general surgery. Dr. Rawles has his offices in Medi- 
cal Arts Building. 


Dr. Arthur L. Van Name, 


Center Cross, Va., has just been appointed to the 
Board of Health of Essex County to succeed the 
late Dr. J. N. DeShazo. Other doctors on the Board 
are Dr. J. M. Gouldin of Tappahannock and Dr. 
E. L. W. Ferry of Millers Tavern. Dr. Van Name 
is an alumnus of the Medical College of Virginia, 
class of ’36, and recently took over the work of Dr. 
DeShazo at Center Cross. 


The International Assembly of the Inter- 
State Postgraduate Assembly of North 
America. 

The program of this Assembly, to be held in 
St. Louis, Missouri, October 18-22, will include 
addresses and diagnostic clinics by more than one 
hundred doctors of national and international prom- 
inence. Dr. Fred M. Hodges, Richmond, Va., is 
among the speakers and will give an address on 
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“The Roentgen Treatment of Infections.”” The pro- 
gram has been arranged for the general practitioner 
as well as the specialist, and all members of the 
profession, who are in good standing in their state 
or provincial societies, are invited to attend. There 
is a registration fee of $5.00 which will admit mem- 
bers to all scientific and clinical sessions. 

Full information may be obtained from the Man- 
aging-Director, Dr. W. B. Peck, Freeport, Illinois. 


New City Physicians. 

Dr. Ramon D. Garcin has been appointed one of 
the Richmond City physicians to fill the vacancy 
caused by the resignation of Dr. B. L. Phillips after 
a service of twenty years. 

Dr. E. B. Buxton, who has been serving as a 
part-time man, has also been given a full-time job 
as city physician. 


The American Academy of Orthopaedic 

Surgeons 

Will hold its first West Coast meeting on January 
16-20, 1938, at the Hotel Biltmore, Los Angeles. 
Special trains will be run with stop-overs at Santa 
Fe, the Grand Canyon, San Francisco and other 
points. 

For further information write to Robert L. Lewin, 
Hotel Biltmore, Los Angeles, California. 


Married. 

Dr. Thomas Addison Morgan of Franklin, Va., 
and Miss Margaret Virginia Ellis of Ashland, Va., 
September 4th. 

Dr. Mason Cole Rowe, recently at Martha Jeffer- 
son Hospital, Charlottesville, Va., but now con- 
nected with the staff of Catawba Sanatorium, 
and Miss Catherine DuVal Thomas of Lynchburg, 
Va., September 11th. 

Dr. Wade Hampton St. Clair, Jr., Bluefield, W. 
Va., and Mrs. Mary Archer Ryland, formerly of 
Bluefield, September 2d. 


The Southern Medical Association 

Will hold its thirty-first annual meeting in New 
Orleans, La., under the presidency of Dr. Frank K. 
Boland of Atlanta, Ga. Dates are November 30, 
December 1, 2 and 3—two weeks later than usual. 
All activities wil be housed in the Municipal Audi- 
torium, and both the scientific and technical exhibits 
promise to be interesting and instructive. A number 
of affiliated organizations will hold their meetings 
at this time as has been customary in the past. 


VIRGINIA MEDICAL MONTHLY 


425 


Those who know New Orleans will wish to go there 
again; if you have not visited this charming metrop- 
olis of the South, you could have no more interesting 
opportunity. 


Medical College of Virginia News. 

Dr. Lewis E. Jarrett, superintendent of the Hos- 
pital Division, has been elected third vice-president 
of the American Hospital Association. 


Miss Mary Alice Riley, director of the Social 
Service Department, attended the Social Service 
Section of the American Hospital Association in 
Atlantic City last week, giving a paper on “Social 
Admitting.” 


The one hundredth session of the college opened 
on September 17th, with convocation at 12:00 Noon 
on September 20th, and classes starting at nine 
o’clock September 21st. While complete enrollment 
figures are not yet available the enrollment is ex- 
pected to reach seven hundred for the four schools 
of the institution. 


Miss Lulu Wolf, Associate Professor of Nursing, 
recently returned from a year’s study abroad. 


The corner-stone of the new dormitory building 
has recently been laid and work on this important 
building is going steadily forward. Occupancy is 
expected in the spring of next year. 


Dr. Rolland J. Main, associate professor of physi- 
ology and acting head of the department, recently 
attended the Zitex Conference on the Assay of Vita- 
min D and lead the discusion on “Variability in 
Bone Pictures.’ 


Dr. W. T. Sanger, President, is making an ex- 
tended trip through the West visiting the Mayo 
Clinic and leading medical schools in Chicago. 


The Ex-Internes Association of the college have 
presented a portrait of the late Dr. Manfred Call 
to the institution. Appropriate unveiling exercises 
will be held some time during the present session. 


Dr. George A. Wright, 
For a number of years superintendent of the 
Southwestern State Hospital at Marion, Va., has 
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tendered his resignation, effective December 1st, to 
engage in other work. 


Dr. James C. Repass, 

After a year’s residency in pediatrics at the Hos- 
pital Division of the Medical College of Virginia, 
Richmond, has resumed his practice at Lumberport, 
W. Va. 


The Virginia Urological Society 

Announces that it will have its usual luncheon 
meeting about 1:30 p.m. on Wednesday, October 
13th, during the time of the State meeting in Roan- 
oke. 


American College of Surgeons. 

Following closely upon our State Society meeting 
comes that of the Clinical Congress of the American 
College of Surgeons. This will be in Chicago, Octo- 
ber 25-29, and headquarters will be at the Stevens 
Hotel. 


Dr. M. S. Foster, 
Recently at Dayton, Va., announces that he is 
now located at Bridgewater, Va. 


Memory of Dr. Garnett Nelson Honored. 
Recently a playground was established at the 
Merriewood-Harrison Nutrition Camp on the Rich- 
mond-Petersburg turnpike in memory of the late 
Dr. Garnett Nelson of Richmond. Dr. Nelson was 
one of the founders of the Richmond Tuberculosis 
Association which owns and operates the camp and 
was its president when the camp was established. 


Graduate Fortnight of New York Academy 
of Medicine. 

Attention is again called to this postgraduate 
course to be sponsored by the New York Academy 
of Medicine from November 1 to 12 inclusive. The 
discussions this year will be devoted to a consider- 
ation of Medical and Surgical Disorders of the 
Urinary Tract, and the medical profession is invited 
to attend. A complete program and _ registration 
blank may be secured by addressing Dr. Mahlon 
Ashford, at the Academy, 2 East 103rd Street, New 
York City. 


Dr. Charles W. Warren, 

Medical College of Virginia, class of ’36, who 
recently completed a rotating internship at Garfield 
Memorial Hospital, Washington, D. C., has located 
for practice at Upperville, Va. 
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Promotions in U. S. Public Health Service. 

Among recent promotions in the U. S. Public 
Health Service, the following doctors, graduates of 
Virginia medical schools, are included: 

Drs. Harry E. Trimble and James E. Faris to 
senior surgeons. 

Drs. Kirby K. Bryant and William H. Sebrell, 
Jr., to surgeons. 

Drs. Alexander G. Gilliam and William H. Gor- 
don to passed assistant surgeons. 


Dr. J. Stuart Staley, 

After spending the past year at St. John’s Hos- 
pital, Tulsa, Oklahoma, has returned to Marion, 
Va. He announces that the doctors of his commu- 
nity have just opened the Homeland Hospital which 
will regularly have fifteen beds and two bassinets 
but has a capacity of twenty-two beds. Members 
of the staff are Drs. Staley, Clara Dickinson, Caro- 
lyn A. Sherrill, A. B. Graybeal, Willis M. Sprinkle, 
D. C. Boatwright, E. A. Holmes, and George A. 
Wright. Drs. Nat Copenhaver and Charles Baugh- 
man, of Bristol, and Dr. Linwood Keyser, Roanoke, 
form the consulting staff. The hospital will be con- 
ducted as an open staff community hospital. 


The Association of Military Surgeons of the 

United States 

Will hold its annual convention at the Ambassa- 
dor Hotel, Los Angeles, Calif., October 14-16, under 
the presidency of Rear Admiral P. S. Rossiter, 
Surgeon General, U. S. Navy. 

An unusually interesting program has been pre- 
pared and the Scientific and Technical Exhibits 
will be the largest in the history of the organization. 
Physicians, Surgeons, Dentists and Veterinarians of 
the Army, Navy, Marine Corps, C. C. C. Camps 
and the Veterans Administration will be present. Of 
special interest is the fact that the Pacific Fleet will 
be in the port of Los Angeles during the Convention. 


Dr. A. H. Deekens, 

Formerly of Richmond, Va., but now located in 
New Orleans, La., was recently elected adjutant of 
a Legion Post in that city. 


Associate Medical Officer Examinations. 
The U. S. Civil Service Commission, Washington, 
D. C., announces open competitive examinations for 
the position of Associate Medical Officer, applica- 
tions to be on file with the Commission in Washing- 
ton not later than October 18th. Applicants must 
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be in sound physical health and under the age of 
thirty-five years. The necessary forms may be ob- 
tained from the Secretary, Board of U. S. Civil 
Service Examiners, at any first-class post office, or 
from the Commission in Washington, D. C. 


Dr. J. Randolph Chitwood, 

Class of ’24, Medical College of Virginia, who 
practiced for some time at Ivanhoe and Wytheville, 
Va., has located for general practice in Hillsville, 
Va., with offices in Early Building. 


The Northern Neck Medical Society 

Is to hold its regular semi-annual meeting on 
October 28th, at Kilmarnock, Va. Dr. E. R. Moor- 
man of Kilmarnock is president and Dr. E. T. Ames 
of Montross, secretary. 


Safeguarding Health in the Great Flood. 

The American Red Cross undertook the largest 
disaster relief job in its history last winter, when the 
Ohio and Mississippi Rivers overflowed their banks, 
affecting more than a million and a half persons 
in the valleys of these two rivers and their tributary 
streams. 

As a part of its relief work the Red Cross estab- 
lished 300 emergency hospitals and staffed them 
with doctors and Red Cross nurses to help care for 
ill refugees and safeguard those in concentration 
centers and camps from the spread of communicable 
diseases. 

For the most part the Red Cross relied upon the 
cooperation of local physicians in the flood areas and 
the help of federal and state health authorities in 
its program of immunization against typhoid and in 
safeguarding the health of refugees. During the 
height of the emergency more than 1,000 doctors 
and 3,600 nurses were on the Red Cross pay roll in 
the twelve flood-affected states and hundreds of 
physicians served for short periods of time on a 
volunteer basis. 

Everyone can have a part in the disaster relief 
work and other service programs of the Red Cross 
by joining during the annual Roll Call. You are in- 
vited to enroll in your local Red Cross Chapter from 
November 11 to 25. 


Dr. Maxwell E. Lapham, 

Formerly Field Clinician with the Department 
of Clinical and Medical Education of the Medical 
Society of Virginia, and later engaged in a similar 
work in Mississippi, is now located in New Orleans 
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where he is Director of the Division of Medical 
Extension and Assistant Professor of Obstetrics in 
Tulane University of Louisiana. 


American Board of Obstetrics and 

Gynecology. 

The next examinations (written and review of 
case histories) for Group B candidates will be held 
in various cities of the United States and Canada 
on Saturday, November 6, 1937, and Saturday, 
February 6, 1938. Application for admission to 
these examinations must be filed on an official ap- 
plication form in the office of the Secretary at least 
sixty days prior to these dates. 

The general oral, clinical and pathological exami- 
nations for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting in San 
Francisco, California, on June 13 and 14, 1938, 
immediately prior to the meeting of the American 
Medical Association. 

Application for admission to Group A examina- 
tions must be on file in the Secretary’s Office before 
April 1, 1938. 

For further information and application blanks 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, (6), Pa. 


Dr. Joseph Horgan, 

Washington, D. C., an alumnus of the University 
of Virginia, Department of Medicine, was recently 
elected president of the Washington Medical and 
Surgical Society for 1937-1938. 


New Books in Library. 

Recent acquisitions to the Library of the Medical 
College of Virginia, available to our readers, are 
listed below, the only charge being return postage: 
American Assoc. for the Adv. of. Science—Some funda- 

mental aspects of the cancer problem. 

American Child Health Assoc.—Public health aspects of 
dental decay. 

Arnaud, F.—Therapeutique pharmacologie et materia 
medica. 

Arkinson, D. T.—Ocular fundus in diagnosis and treat- 
ment. 

Barnes, T. C.—Laboratory manual of general physiology. 

Barnes, T. C.—Textbook of general physiology. 

Bick, E. M.—Source book of orthopaedics. 

Birch, C. L.—Hemophilia-clinical and genetic aspects. 

Brahdy & Kahn.—Trauma and disease. 

Brennemann, J., ed.—Practice of pediatrics. 

Brief history of the League of Nations. 

Brown, E. L.—Physicians and medical care. 

Brumpt, E.—Precis de parasitologie. 
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Carruthers & Weiss.—Insect enemies of books. 

Cholnoky, T. de.—Short wave diathermy. 

Clark, Le Gros.—Early forerunners of man. 
Cunningham, E. R.—A classification for medical literature. 
Cunningham & Patrick——Typing academic papers. 
Davidoff & Dyke.—The normal encephalogram. 

Dent, J—The human machine. 

Deutsch, A—The mentally ill in America. 

Fishberg, A. M.—Heart failure. 

Food Investigation Board——Medicine and public health. 
The corrosion of tin-plate container by food products. 
Gibson, G. A.—Dr. Bodo Otto and the medical background 

of the American revolution. 
Grife, E—NMetabolic diseases and their treatment. 
Graubard, M.—Biology and human behavior. 
Greisheimer, E. M.—Anatomy and physiology. 
Griffith & Mitchell—Diseases of infants and children. 
Hansen, H. F.—A Review of nursing. 
Harris, I. et als—My blood pressure. 


Office Space For Rent 

In well-furnished suite in Professional Building, 
Richmond, Va., to desirable physician. Address 
“Office,” care this JouRNAL, 1200 East Clay Street, 
Richmond. (Adv.) 


Obituary Record 


Dr. Joseph Hart Hiden, 


One of the leading physicians of the Eastern 
Shore of Virginia, died September 10th at his home 
in Pungoteague, after an illness of two weeks. He 
was a native of Fluvanna County and seventy-one 
years of age. Dr. Hiden was an ordained Baptist 
minister and preached for three years before enter- 
ing the Medical College of Virginia from which he 
graduated in 1897. He served as captain in the 
Medical Corps during the World War. Besides 
membership in several other organizations, Dr. 
Hiden had been a member of the Medical Society 
of Virginia since 1904. His wife and two sons, 
Drs. Robert B. Hiden and J. Conway Hiden, sur- 
vive him. 


Dr. Edwin M. Easley, 

Bacons Castle, Va., was fatally injured on Sep- 
tember 15th when his automobile turned over several 
times after a tire blew out about a mile from his 
home. He was rushed to a nearby hospital but died 
on the way. Dr. Easley was about sixty-two years 
of age and was graduated from the Medical College 
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of Virginia in Richmond in 1900. He was alwa s 
interested in medical affairs in his section and wis 
a member of the Medical Society of Virginia. Fe 
is survived by his wife, a daughter and sever! 
sisters and brothers, one of these being Dr. Charl-s 
A. Easley of Blairs. 


Dr. Charles Wiley Tucker, 

Prominent Charlotte County physician, died 
September 13th, following an illness of several weeks. 
He was sixty years of age and a graduate of the 
Medical College of Virginia in 1903. Since his 
graduation, Dr. Tucker had practiced in Charlotte 
County, his home being at Drake’s Branch. He was 
chairman of the county board of supervisors, a mem- 
ber of the staff of the Southside Hospital at Farm- 
ville, and secretary of the Charlotte Board of Health. 
Dr. Tucker had been a member of the Medical 
Society of Virginia for thirty-four years. His wife 
survives him. 


Dr. Max John Alexander, 

Who had practiced at Pocahontas, Va., since 
shortly after his graduation, died August 31st from 
a heart ailment, at the age of fifty years. He studied 
medicine at the Medical College of Virginia, re- 
ceiving his diploma from that school in 1910. Dr. 
Alexander had been a member of the Medical So- 
ciety of Virginia for a number of years and had 
been one of the physicians to the Pocahontas Fuel 
Company for the past eight years. His wife and 
two children survive him. 


Dr. Joseph French Alsop 

Died suddenly at his home in Prospect, Va., on 
September 4th, although he was at work and ap- 
parently in his usual good health just an hour 
previously. Dr. Alsop was born in Spotsylvania 
County, Va., sixty-eight years ago and studied med- 
icine at the University of Virginia, from which he 
graduated in 1898. He had been a member of 
the Medical Society of Virginia since 1904. His 
wife and two daughters survive him. 


Dr. Daniel M. Sanders, 

Retired physician of Chilhowie, Va., died at his 
home in that place on September 12th. He was 
sixty-six years of age and practiced medicine in 
Chilhowie for over thirty years. His medical edu- 
cation was received at the Medical College of Vir- 
ginia from which he graduated in 1899. His wife 
survives him. 
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